





Archives of Dermatology and Syphilology 





VoLuME 16 SEPTEMBER, 1927 NUMBER 3 








MELANIN PIGMENTATION 


A SYSTEMATIC STUDY OF THE PIGMENT OF THE HUMAN SKIN 
AND UPPER MUCOUS MEMBRANES, WITH’ SPECIAL 
CONSIDERATION OF PIGMENTED 
DENDRITIC CELLS * 


S. WILLIAM BECKER, M.D. 


BENTON HAREOR, MICH, 


The color of the human skin and hair is largely dependent on the 
amount of melanin ' contained therein. The brownish tint of the skin 
of dark complexioned and of some pathologically pigmented persons is 
attributable chiefly to an increased quantity of epidermal (ectodermal ) 
melanin, and in a much less degree to an increase in dermal (meso- 
dermal) melanin. In some cases of tar and arsenical hyperpigmenta- 
tions and in cases called by Bloch “incontinentia pigmenti,” the dermal 
pigment (chromatophores) plays the greater role in the process, and 
the color tends toward a slate grayish hue, if there is not too much 
overlying epidermal pigment. The blue which occurs in some abnormal 
conditions, such as Mongolian spot and blue nevus ( Jadassohn), is due 
to the presence of dermal (mesodermal) melanoblasts, which are much 
more numerous and important in animals, for example, in the apes, to 
which is attributable the blue of their skin. 

In man, epidermal melanin is of far greater significance; it is found 
over the entire body surface and, in some pathologic conditions, in the 
adjacent mucous membranes. The normal regional variation in pigment 
from greatest to least is about as follows: nipple and areola, navel 
genitalia, dorsal surface of forearm, hypogastrium, axilla, epigastrium 
and, finally, flexor surfaces of the extremities and the palms and soles. 

Nature and Formation of Melanin —Melanin is a complex organic 
dye found in the entire animal kingdom, varying from bright yellow 

*From the Dermatologische Klinik, University of Zurich, Prof. B. Bloch, 
Director. 

1. I have drawn largely for the introduction from Bloch, B.: Das Pigment, 
Handbuch fiir Haut- und Geschlechtskrankheiten, Berlin, Julius Springer, 1927, 
vol 1. This work may be consulted for a complete discussion of melanin pigmen- 


tation, with full bibliography. 
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and reddish yellow through light and dark brown to black. Most 
melanin gives with silver salts a brown to black substance, a reaction 
which is utilized in the demonstration of faint pigmentations. Melanin 
has never been isolated in a pure state; consequently, its chemical 
nature is not known. Considerable evidence indicates that it is formed 


by oxidation and condensation of some organic cyclic compound, perhaps 


Fig. 1.—Buccal mucosa (case 25, figs. 4 and 7); dopa reaction (occ. 2, oil 
imm. 1.25 Zeiss); dopa positive dendritic cells are present in the basal layer: 
reaction in bodies and dendrites is both diffuse and granular; the space occupied 
by the nucleus is the lightest portion of the cell, since it does not contain dopa 
oxydase ; neither chromatophores nor leukocytes can be seen; the diffuse coloring 
of the entire section, more marked in the epithelium, is due to nonspecific staining 
by dopa melanin, which is slowly formed in the solution. 


a pyrocatechin derivative. Melanin is formed in the protoplasm ot 


certain cells, known as melanoblasts. Pigment containing cells that do 
not themselves elaborate pigment but that obtain it elsewhere, are called 


chromatophores. 
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The Dopa Reaction.—The most significant single step in the solution 
of the pigment problem was Bloch’s discovery of the reaction between 
3, 4—dioxyphenylalanin (pyrocatechin alanin), called “dopa” for con- 


OH 
/\OH 3, 4—dioxyphenylalanin 


CH.—CHNH:—COOH 


venience, and an oxidizing factor in the pigment forming cells (melano- 
blasts), producing a black melanin-like substance. The most important 
feature of this reaction is a diffuse blackening of the entire cellular 
protoplasm (figs. 1 and 2), which tends to appear granular in faint 
reactions. Another important aspect is the nonspecific blackening of 
the leukocytes, due to the polyphenolase which they contain. Other 
cells remain light colored. The reacting factor contained in the melano- 
blasts behaves as a ferment, and has been called by Bloch ‘“dopa- 
oxydase.” The reaction is found only in cells capable of forming 
pigment: ectodermal melanoblasts of the epidermis and hair matrix; 
nevus cells; mesodermal melanoblasts in Mongolian spots, in blue nevi 
and in animals possessing these cells, as the brown mouse, ape and 
Japanese negro fowl; and, furthermore, ectodermal and mesodermal 
melanoblasts of the eye. An absolute parallelism is observed in time, 
place and degree between the natural formation of pigment, on the one 
hand, and the dopa reaction, on the other hand. The reaction is marked 
in radiated skin, dark nevi, malignant melanoma and similar cases, and 
absent from albinotic and vitiliginous skin, depigmented scars and the 
hair matrix in canities. The chromatophores of the dermis never show 
the reaction. The dopa reaction has stood the test of time as a specific 
indicator of the pigment producing power of a cell. Dopa has not yet 
been demonstrated to be the melanogen of normal pigment, but it is 
likely a closely related substance at least. This belief is founded on 
(1) the specificity of the dopa reaction, and (2) the demonstration of 
pyrocatechin derivatives in the urine of patients with generalized 
melanoma. 

Pigmentation of the E pidermis.—Melanin may be found exclusively 
in the basal layer of the epidermis, in decreasing amounts in the more 
superficial layers and even in the stratum corneum. It appears in the 
cytoplasm of dendritic and nondendritic cells, the latter being the 
so-called normal basal cells and those immediately adjacent. Greater 
amounts generally are found along the sides of the rete pegs. Young 
pigment granules are bright yellow or yellowish brown, and small, even 
dustlike. The mature granules are darker and oval or globular, and 
they correspond in size to the granules of neutrophilic polymorphonu- 


clear leukocytes. The size of the granules is uniform in a given cell. 
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Dendritic Cells —Zoologists have for a long time been familiar with 

dendritic pigment cells in the skin of certain animals. They have been 

variously called Langerhans’ chromatophores, chromatophores, melano- 


phores, melanoblasts, cellules amboceptrices or simply dendritic cells. 


The best term is the last one, employed purely as a morphologic desig- 
nation, since their origin, nature and function are not definitely known. 
However, the cells discovered by Langerhans in 1868 by a gold impreg- 
nation method differ morphologically, topographically, tinctorially and 
in their lack of pigment from the dendritic cells under consideration, 
so that the term ‘Langerhans’ chromatophores” is erroneous. Langer- 
hans considered his cells to be nervous elements. The term “‘chromato- 
phores” is now used to designate phagocytic dermal cells. Dendritic 
cells were first described in human skin by Riehl (1884) in leukoderma 
syphiliticum and in normal hair matrix. They were subsequently dis- 
covered in the prepuce of the negro, normal white skin (Ithrmann), 
Addison's disease ( Nothnagel), the eyelid of the negro (Kolliker), and 
molluscum contagiosum (Beck), but it remained for Adachi? to make 
a more thorough study of this type of cell in normal skin of the white 
race. He was able to demonstrate them in the buccal mucosa and in 
the prepuce in the female. They have since been found especially in 
hyperpigmentary processes induced by exposure to ultraviolet light, 
roentgen rays, radium and thorium x, and even more so in acanthotic 
processes, as condylomas, lichen ruber and pemphigus vegetans, and in 
beginning nevi and melanocarcinoma. 

Dendritic cells are situated in the basal and adjacent layers of the 
epidermis, in the latter in intense hyperpigmentation and acanthotic 
processes. They are situated between the nondendritic cells, and are 
regularly or irregularly arranged. The body of the cell may be lobular, 
globular, oval, irregular, plump, fusiform or club-shaped, and it is 
generally larger than that of the nondendritic cell. It appears at times 
to be projecting into or actually lying in the dermis, with branches 
coursing into the epidermis. This is noticed especially in bias cut 
sections and in fixed tissues, in which there has been a certain amount 
of shrinkage. The entire cell has never been seen in the dermis. 
Dendritic cells have never been seen to possess intercullular fibers, and 
they contain both in body and branches a large amount of pigment 
Mitotic figures have never been observed in pigmented dendritic cells. 

The dendrites spring from any point on the surface of the cell, 
two, three or more in number, and, with repeated branching, extend 
varying distances in the cell interstices in all directions except into the 


dermis, even, at times, practically to the epithelial surface. The longest 


2. Adachi: Das Hautpigment beim Menschen und bei den Affen, Ztschr. f 
Morphol. u. Anthrop., 1903, vol. 6. 
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branches are generally parallel to the epidermis-dermis junction, are 
on the distal end of the cell and are best seen in bias cut sections. 
Rarely, if ever, can a complete large dendritic cell be seen in one section, 
but a large number of identical preparations furnishes an idea of com- 
parative features. The form of the branches is gnarled, and often 
antlerlike. They are said to communicate with each other and with 
nondendritic cells. Generally, but not always, they are masked by 
hematoxylin and eosin stain. Dendritic cells are probably seen only if 
they contain pigment, and more distinctly and in greater numbers 
after the silver or dopa reactions, owing to darkening of the pigment 
granules by the former or blackening of the ferment containing proto- 
plasm by the latter. The dendritic cells are best seen in frozen sections, 
except when there is sufficient pigment to hide them completely. Then 
they may be seen better, or in fact only, in fixed tissue. Both types 
of tissue are necessary for their recognition. Bloch and Miuescher 
believe that there are atypical forms and all transitions between 
dendritic and nondendritic cells. Careful and systematic study of the 
topographic distribution in the normal skin and under varying patho- 
logic conditions, and their ratio to the nondendritic cells, are not 
recorded in the literature. It is a curious fact that Dawson * did not 
find dendritic cells in normal skin. 

The three main theories as to the nature of the dendritic cell are: 

1. Every epidermal basal cell is dendritic, but only a few are 
identified as such by their contained pigment. 

2. The nondendritic cell changes to a dendritic cell on functional 
stimulation, 1. e., excessive pigment production. 

3. Dendritic cells and nondendritic cells are genetically different 
types. This theory, previously considered in discussing the origin of 
nevus cells (Ehrmann, Unna, Darier, Kreibich Bloch, E. Hoffmann 
and many others), has been most recently presented in the interesting 
work of Masson.* 

Bloch believes that a majority of evidence points to the second 
theory as the most probable. The problem of the dendritic cell is 
interesting, not yet solved and perhaps not sufficiently studied and 
discussed in comparison with its biologic importance. 

Pigmentation of the Dermis—The pigment of the superficial dermis 
is both intracellular and extracellular. The mesodermal pigment con- 
taining cells (chromatophores) may be plump, globular, irregularly 
stellate and elongated or fusiform, and almost uniformly they possess 





3. Dawson, J. W.: The Melanomata, their Morphology and Histogenesis, 
Edinburgh M. J. $2:501-732, 1925. 
4. Masson, P.: Les Naevi pigmentaires, tumeurs nerveuses, Ann. d’anat. 


path. et d’anat. norm. med. chir. $:417-453 and 657-696, 1926. 
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two or more short monopolar or bipolar processes. The pigment is 
in variously sized globular, lumpy and cloddy granules, varying in 
size, even in a single cell, and averaging about the size of the granules 
of an eosinophilic polymorphonuclear leukocyte. Their color is usually 
a brighter yellow than that of the epidermal pigment. In_ sections 
showing considerable pigment in the dermis there are also extracellular 
pigment granules of the same general character as those in the cells. 

The pigment of the dermis is secondary and derived from the 
epidermis. The chromatophores phagocytize the pigment, as they do 
other pigments injected intravenously, and are probably part of the 
reticulo-endothelial system. Miescher ® injected melanin into skin free 
from pigment, and found that connective tissue cells phagocytized the 
pigment and could not be differentiated from natural chromatophores. 
He therefore concluded that normal chromatophores are connective 
tissue cells. The dopa reaction is always negative in the chromatophores. 

Melanoblasts of Mesodermal Origin—The cells of the Mongolian 
spot and blue nevus differ from chromatophores in situation, form and 
function. They are always found in the deeper dermis of the sacral 
region at birth (Bloch and Bahrawy“), and can persist during early 
childhood, but seldom to adult life. In Mongolians they are more 
numerous, and constitute what is called the “Mongolian spot” of this 
race. The melanoblasts are large, markedly pigmented, stellate or 
fusiform, with cell bodies generally parallel to the surface. The pigment 
granules are coarser and darker than those in the epidermal cells, but 
are of the same size in any one cell. They contain dopa-oxydase, and 
are, therefore, melanoblasts. 

Pigmentation of the Mucous Membranes.—The recorded systematic 
investigations of normal mucous membrane pigmentation are those of 
Adachi? and of Ramel.* On the other hand, many references have 
been made to mouth pigmentation in dark races and in pathologic con- 
ditions, as Addison’s disease, lymphogranuloma, hyperthyroidism, 
tuberculosis, scleroderma, vagabondism, hematoporphyrinuria, primary 
anemia, arsenical melanoderma and arsphenamine dermatitis. A few 


cases without apparent cause have also been reported. Ehrmann“ 


5. Miescher, G.: Die Chromatophoren in der Haut des Menschen, Ihr 
Wesen und die Herkunft ihres Pigmentes, Arch. f. Dermat. u. Syph. 139: 313-425, 
1922. 

6. Bahrawy, A.: Ueber den Mongolenfleck bei Europaern, Ein Beitrag zur 
Pigmentlehre, Arch. f. Dermat. u. Syph. 141:171-192, 1922. 

7. Ramel, M. E.: La pigmentation de la muqueuse buccale interprétée par la 
dopa-réaction, deuxiéme congrés des dermatologistes et syphilologistes de langue 
francaise, Paris, Masson and Cie., 1925, pp. 408-409. 

8. Ehrmann, S.: Die Pigmentanomalien, Handbuch der Hautkrankheiten, 
Vienna, Alfred Hélder, 1905, vol. 2, pp. 750-789. 
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described dendritic cells in the pharynx in Addison's disease.  Pig- 
mented macules of the oral mucosa have been studied by Strempel and 
Armuzzi,® Reiche,'® Bonnet and Lebeuf,'' Jessner'* and_ others. 
Jadassohn '* has recently discussed this subject. Ramel* found den- 
dritic cells in the buccal mucosa in lichen planus (fig. 2). Graupe "* 
has reviewed the literature of the subject and added his own obser- 
vations. 

From the foregoing publications one gets the impression that the 
pigment of the mucous membrane of the mouth is solely, or at least 
chiefly, a pathologic product, an opinion evidently shared by Jadassohn 
Adachi? and Ramel? are the only investigators who have studied 
mucous membranes that did not show gross pigmentation. Adachi 
found pigment in the buccal mucosa in some cases, but does not state 
his percentages. He also demonstrated pigment in the conjunctival 
epithelium and in the prepuce and vagina. He did not have the 
advantage of the silver and dopa reactions; consequently, his results 
are minimum. Ramel, employing these reactions for the first time, 
found a positive dopa reaction in three of five cases of normal buccal 
mucous membrane, proving that the mechanism of pigment formation 
is the same as in the skin. 

Redslob '° found epithelial pigment in the bulbar conjunctiva, most 
marked at the limbus and fornix, in the palpebral conjunctiva, only 
sparsely at the free border, and in the pathologically altered cornea. 
Kreibich '® found dendritic and nondendritic pigment cells in the cornea 








of the horse. 
RESEARCH 
Purpose of Study.—This study was undertaken with two obiects: 
1. Systematic investigation of pigment (melanin) of the mucous 


membranes, and of the skin. 


9. Strempel, R., and Armuzzi, G.: Ueber Pigmenttlecke der Mundschleim- 
haut, Dermat. Ztschr. 41:355, 1924. 

10. Reiche, F.: Melanoplakien der Mundschleimhaut, Med. Klin. 20: 206-209, 
1924, 


11. Bonnet, L. M., and Lebeuf: Pigmentation physiologique de la muqueuse 
buceale, Lyon méd., 131:153-154, 1922. 

12. Jessner, M.: Case Presentation, Zentralbl. f. Haut. u. Geschlechtsk. 17: 
272-273, 1925. 

13. Jadassohn, J.: Ueber die Lokalisation von Hautkrankheiten an der 
Innenwand der Wangen, Klin. Wehnschr. 5:348-350, 1926. 

14. Graupe, quoted by Jadassohn (footnote 13). 

15. Redslob: Etude sur le pigment de l’epithelium conjunctival, Ann. d’ocul., 
1922, vol. 159. 

16. Kreibich, C.: Hornhautpigmentation, Arch. f. Dermat. u. Syph. 135:277- 
282, 1921. 
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2, Systematic investigation and interpretation of the pigmented 


dendritic cells of the mucous membranes, and of the skin. 


Material for Study—The material for my studies was obtained 
from fifty-three unselected autopsies, supplied by Professor von Myen- 


burg, of the Pathological Institute. The locations from which tissue 
was removed, representing various degrees of pigmentation, were as 
foliows: 


Nipple: the entire nipple. 

Abdomen: section of skin from median line incision. 

Axilla: section of skin from center of base of axilla. 

Toe: section from ball of great toe. 

Prepuce: dorsal portion in male, and entire prepuce in female. The inner sur- 
face was examined in all instances, and the external surface many times. 

Mouth: section from inner surface of left cheek half way between oral com- 
missure and angle of jaw. 

Pharynx: section at level of hyoid bone. 

Esophagus: section about 2 cm. from upper limit. 

Breast: section of superticial gland tissue obtained from within through pec- 


toral muscles. 


Methods of Study.—Frozen sections were cut from 15 to 30 microns 
in thickness, transferred to glass slides and allowed to dry. They were 


then treated as follows: 


1. Native preparation, cleared with xylol and mounted in balsam. 

2. Pyronin methyl green (Unna-Pappenheim): The staining was of brief 
duration, and the section was well differentiated with alcohol. This removed 
the red color which might otherwise have masked the pigment. 

3. Hematoxylin. 

4. Silver Nitrate: Frozen or paraffin sections, after being mounted on glass 
slides, were transferred from water to a 2 per cent aqueous solution of silver 
nitrate, and allowed to remain for two hours at room temperature. It was not 
necessary to protect them from light. They were then transferred to distilled 
water. Each section was overlayed with a few drops of cold saturated aqueous 
sodium thiosulphate for one minute. They were rinsed in distilled water, dehy- 
drated, cleared and mounted, with or without counterstaining by means of 
pyronin-methyl-green. The melanin granules of most preparations were darker 
and coarser, and much more easily identified. 

5. Dopa Reaction: Frozen sections of fresh tissue or tissue fixed for a few 
hours in formol were placed in 1 per thousand mille aqueous solution of abso- 
lutely pure optically active 3, 4-dioxyphenylalanin having a pu of from 7.3 to 7.4 
(obtained by buffering according to the method of Sérenson). The water used 
for dissolving the drug had to be free from organic matter, and was freed from 
carbon dioxide by boiling immediately before use. After the sections were 
placed therein (not over from six to eight sections per two cubic centimeters of 
solution), the solution was covered to prevent evaporation and consequent altera- 
tion of the pu. The sections were allowed to stand at room temperature for 
about twenty-four hours. They were well washed in distilled water, transferred 
to glass slides, allowed to dry in the air, cleared by xylol and mounted in balsam. 
They were counterstained with pyronin-methyl-green if desired. There was a 
gradual fading of the preparations over a period of some months. 
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Alcohol fixed material was embedded in collodium and mounted 


in paraffin, and sections were cut 10 microns thick and treated as 


follows: 


i 
he 
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Native preparation, cleared and mounted. 
Pyronin-methyl-green. 
Hematoxylin and eosin. 


Silver nitrate, with and without pyronin-methyl-green counterstain. 


RESULTS 


TABLE 1.—Summary of Cases Studied 


Pathologie Diagnosis 
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RESULTS 


Autopsy Material—Material was taken from thirty male and 
twenty-three female white bodies, mostly of medium complexion (light 


eyes and medium dark hair). The cause of death, sex and age are 
given in table 1. 

Table 2 is a composite presentation of the evidence as regards the 
presence of pigment and dendritic cells, without any attempt at quanti- 
tative evaluation. The total pigmentation signifies that found in silver 
preparations, and is, therefore, maximum; the dendritic cells include 


TasLe 2.—Pigmentation of the Mucous Membranes and the Skin 


Dendritie Cella 
Number and — ~ 
Percentage of Number of Cases Percentage of 
Cases Showing with Percentage of Pigmented 
Number Pigment Entire Series Sections 
of “~ “~ ~ 


Region Cases Male Female Total Male Female Total Male Female Total 


ee o 52 29 23 52 6 13 
(100%) (100%) (100%) (21% 30% (25% 21 30 


Abdomen — 53 30 23 53 
(100%) (100°) (L006 


6 4 10 
(100°; (100% 


9 17 
(HY (81% 


Prepuce, internal sur- 


face 23 51 


(100% (9% 
Prepuce (male), exter- 
nal surface 


Buceal mucosa... 


ES 


Esophagus 


Breast 


only typical forms, and, therefore, the number is minimum. It was 
considered that at least one cell, preferably more, with one or more 
branches definitely attached to the cell body, must be seen before the 
section could be considered to contain dendritic cells. A few cells 
with short stubby branches, or the presence of a few branches the 
cell body of which could not be identified, did not constitute sufficient 
evidence The fact that only a small section of each region could be 
studied also tends toward minimum figures. 

In general, more pigment was visible in frozen sections than in 
those of fixed tissue, owing to the greater thickness, and the fact 
that fixation renders the pigment less prominent. The dendrites were 
more slender and less easy to identify in fixed tissues. Pigment, when 
present, could practically always be seen in native sections, with proper 
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lighting and patience. However, considerable difficulty was encoun- 
tered in the recognition of dendritic cells. When they were well filled 
with dark melanin and not surrounded by too much pigment (pharynx 
and buccal mucosa), they could be readily seen in the native sections 
(fig. 3). Otherwise, the silver method was necessary, and in two 
instances typical dendritic cells with extensive branching could be 
demonstrated only by means of the dopa reaction. This was explained 
by the presence of dopa-oxydase and the absence of melanin or of 
melanin which gives the silver reaction (fig. 2). On the other hand, 
a fully pigmented cell may no longer possess dopa oxydase and con- 
sequently react with silver and not with dopa. The dopa reaction is 
not admirably suited to the study of autopsy material unless it can be 
obtained shortly after death. For this reason, the percentage of den- 
dritic cells is possibly smaller than that which would have been found 
in material removed ante mortem. It is apparent that a combination 
of all the foregoing methods is necessary in the study of normal or 
abnormal melanin pigmentation. 

The tables present various aspects of the quantitative estimation 
and distribution of pigment in dendritic and nondendritic cells, with 
the relation of the number of dendritic cells to the degree of total 
pigmentation. Only the pigmented sections are considered in the 
tables. In practically all sections, there is an apparent pigmentation of 
the higher layers, owing to the bias cut rete pegs. In evaluating this 
extension above the basal layer, which signified only the pigment in 
nondendritic cells, the thinnest and least pigmented portion of the 
epidermis was used. The results are, therefore, minimum. By 
“capping” is meant the tendency for the pigment to be arranged in a 
more or less compact mass over the distal pole of the nucleus. This 
also refers solely to the nondendritic cells, as such an arrangement 
is not found in dendritic cells. When present in a not too strongly 
pigmented cell, the pigment may appear as a dense cap, but in the 
more superficial layers of marked and some moderately pigmented 
sections it is not so dense. In the cells of the toe, prepuce (inner 
surface) and the mucous membranes, there is seldom a dense cap, 
but often a diffuse peppering of pigment granules in the distal portion 
of the cell. This arrangement of pigment is supposed by some to 
be for the protection of the nucleus against irradiation. 

Pigmentation of the Nipple (tables 3 and 4).—Pigment was 
present in 100 per cent of the cases, and for the most part in moderate 
or marked degree. In young and old persons pigmentation was often 
slight. Dendritic cells were present in but 25 per cent of the cases. 
The pigment was distributed fairly uniformly along the basal layer 
of the epidermis. The less the degree of pigmentation, the less com- 


plete was the continuity. This was found in most types of epithelium 
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studied. Little capping was seen in the basal cells, owing to the 
marked pigmentation, but in the more superficial cells the pigment was 
arranged distal to the nucleus in a rather loose cap (fig. 5). At the 
entrance to the lacteal ducts the pigment became less marked and 
extended along the ducts for a short distance, farther in cases of 
marked pigmentation, but never beyond the limit of squamous epithe- 
lium. The nature of the pigmentation here was similar to that in 
the mucous membranes, in that the granules were more loosely dis- 
tributed throughout the cell, and the dendritic cells had a different 
appearance, to be mentioned later. In one case there was a positive 
dopa reaction for a considerable distance beyond the limit of pigment, 
as demonstrated by the silver method, showing the potential pigment 


forming power of the cells. 
TasLe 3.—Pigmentation of the Nipple 


Pigmentation of 
Dermis 
A 


Pigmentation of Epidermis 
A 


Extends 


Above 
Basal 


Degree Layer 


Marked....... 23 


No 
Cap- 
ping 


Basal 
Layer 
Only 


Cap- 
ping 


92 


Den- 
dritis 
Cells 


Moder- 


Marked ate Slight None 


15 ) 3 
(13%) 


(100%) (657% (22%) 
0 5 , 3 12 10 

(20%) (48%) (40%) 
4 

(100% ) 


23 (44%) (100%) 
Moderate..... 17 
25 (48%) (68%) Sy WJ) 
Slight......... 2 
4 (8%) (50%) 


TaBLe 4.—Comparative Epidermal Pigmentation of the Nipple 


Degree of Total Epidermal Pigmentation 
Marked Moderate 
SR bins buat Ge savannah nd ade airs 2 1 ‘a 
" 8 1 1 
13 23 3 


Number of 
Dendritic 
Cells 


. 
Slight 


The majority of dendritic cells had bodies slightly smaller than 
those of the nondendritic cells. They were located deep in the basal 
layer, often projecting into the dermis, with slender branches, often 
short, extending in a straight or slightly curved, rarely angulated line, 
Some of these cells were regarded as so-called 
transitional forms It 
extremely probable that there were branches extending along in the 


toward the surface. 
between nondendritic and dendritic cells. is 


basal layer, but the intense pigmentation masked the picture tn all 


from case 47 (fig. 4 A). Here the branches 


The dendritic cells were diffusely scat- 


except the sections 
extended in many directions. 
tered in the entire basal layer in cases 6, 28 and 47, but were in 
isolated groups in cases 16, 17, 18, 19, 27, 54 and 55. They were 


found only in the lacteal ducts in cases 12 and 56, and in both epidermal 
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and lacteal duct epithelium in cases 16 and 28. In the duct epithelium 
the body of the dendritic cell was larger and irregular, with full 
branches extending in many directions (fig. 4 H). The cells here 
had a feature not always present in the epidermal dendritic cells, in 
that the cell body and branches appeared as if they were lined by 
pigment granules, which clearly delineated the extent of the cell. 
This picture approximated that found in the mucous membranes. In 
the nondendritic cells, on the other hand, the pigment often appeared 
more dense in the center and loosely arranged at the periphery. In 
case 17, dendritic cells were found by the dopa reaction only. In 
case 54 (stillborn infant) the picture more nearly approached that 


Age 
LAr 





Fig. 4.—Isoiated dendritic cells; frozen sections, silver nitrate reaction (occ. 3, 
oil imm. 1.30 Leitz); A, nipple (case 47); B, abdomen (case 21); C, axilla 
(case 52); D, toe (case 59); E, prepuce (case 52); F, buccal mucosa (case 25) ; 
G, pharynx (case 8); /H, lacteal duct (case 28); /, condyloma acuminatum 
(case 65); they are drawn to the same scale and the more superficial portion of 


each is uppermost. 


of the mucous membranes. The basal layer had not yet become pig- 
mented in its entirety, and most of the melanin was along the tops 
and sides of the papillae. Here a few dendritic cells with full branches 
extended along the basal cells parallel to the epidermis-dermis boun- 
dary. In case 28, more marked nondendritic cell pigmentation was 
found at the ends of the section, with a minimal number of dendritic 
cells. As the center was approached, in the region of lacteal ducts, 
more and more pigment was found in dendritic cells and less in non- 
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dendritic cells. The section was markedly pigmented throughout. The 
epidermal pigment of the nipple was predominantly in nondendritic 
cells. 

The pigment of the dermis in chromatophores was located largely 
in the papillae. Little pigment was found in the most superficial 
portion of the dermis. In the markedly pigmented sections, as in all 
regions studied, extracellular granules were also found. 

Pigmentation of the Abdomen (tables 5 and 6).—Pigment was 
found in 100 per cent of the cases, and dendritic cells in 25 per cent 
of the cases. The epidermis was moderately pigmented, with a 
majority of sections showing pigment above the basal layer and a 
tendency to capping. <A fairly close parallelism existed between the 


TABLE 5.—Pigmentation of the Abdomen 


Pigmentation of Epidermis Pigmentation of 
’ es entiiiiaseanabilibins Dermis 
—E 


_ LLL AER 
Extends 
Above Basal No Den- 
Basal Layer Cap- Cap- dritis Moder- 

Degree Layer Only ping ping Cells Marked ate Slight None 
9 9 1 

(7%) 


Marked 14 a 14 en > 9 2 2 
14 (26%) (100%) (100%) (36%) (65%) (14%) (14%) 

Moderate..... 18 4 22 és 3 j 4 12 
22 (42%) (82%) (18%) (100%) (14%) 27% (18%) (55%) 

Se 7 10 16 1 5 2 13 1 
17 (32%) (41%) (59%) (94%) (8%) (29%) J 2% (76%) (6%) 


TABLE 6.—Comparative Epidermal Pigmentation of the Abdomen 


Number of Degree of Total Epidermal Pigmentation 
Dendritic wales eat 

Cells 

Many 

Few f 

None { { 12 


aren, ne eae _ yee, | 
Marked Moderate Slight 


degree of pigmentation of the epidermis and of the dermis. The 
epithelium of the abdomen was much thinner than that of the nipple, 
and prominent epithelial prolongations were not present. As a conse- 
quence, the dendritic cells were smaller and more difficult to identify. 
They generally had a small, oval or irregular body and moderately 
plump branches which extended along the bases of the cells or 
diagonally into the epidermis. In case 21 (fig. 4 B), the cells were 
larger, the branches were fairly plump and more abundant, and they 
extended in several directions. Not in any instance was the mucous 
membrane type of dendritic cell found. In cases 21 and 52 the den- 
dritic cells were present in considerable numbers and uniformly 
distributed among the basal cells. In other instances (cases 11, 14, 17, 
23, 25, 47, 54, 55, 56 and 61), they were few and were distributed 
in one or several groups. In a few instances the dendritic cells were 
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seen in follicular epithelial prolongations for a short distance. The 
epidermal pigment was predominantly in nondendritic cells, the pig- 
mentation of which is of the same type as that found in the nipple 
(fig. 6). 

The chromatophores were not so closely confined to the papillae 
as in the nipple, and they extended in decreasing numbers deeply into 
the dermis. The pigment in the deeper cells did not react appreciably 
to silver salts. 

Pigmentation of the Axilla (tables 7 and 8).—Melanin was found 
in 100 per cent of the cases, and dendritic cells in 50 per cent. Pig- 
mentation was, on the whole, moderate, with an average amount of 


TABLE 7.—Pigmentation of the Avilla 








Pigmentation of Epidermis Pigmentation of 
———————_—_-’oOA—— rr Dermis 
Extends “ ae 
Above Basal No Den- 
Basal Layer Cap- Cap- dritis Moder- 
Degree Layer Only ping ping Cells Marked ate Slight None 
Marked....... 1 oe a ee oe és 1 
1 (20%) (100%) (100%) (100%) 
Moderate..... 4 1 5 ae 2 3 2 
5 (U%) (80%) (20%) (100%) (40%) (60%) (40%) 
I 1 3 2 2 3 it se 3 1 
4 (40%) (25%) (79%) (50%) (50%) (75%) (75%) (25%) 
TaBL_e 8.—Comparative Epidermal Pigmentation of the Avilla 
Number of Degree of Total Epidermal Pigmentation 
Dendritic — dks iin HN eR 
Cells Marked Moderate Slight 
Pca 5s clue de ene Rbasinretd ha aeg pee aus 
Nias cc odel de Soe verde DSS erie ae baa 2 3 
Ey Pe re rere eae er 1 3 1 


dermal pigment. Extension above the basal layer and capping were 
not sO prominent as in the nipple and abdomen. The epidermis was 
the thinnest of any studied. Few papillae were seen, but the skin 
appeared in folds. The pigment was in compactly arranged granules 
in the basal layer and more loosely arranged where it extended toward 
the surface. The dendritic cells were found uniformly along the 
section only in case 52 (fig. 4 C). Elsewhere they were few, isolated 
and difficult to distinguish. They had globular or ovid bodies, deep in 
the basal layer, with short, often plump branches extending along the 
basal layer and into the epidermis. In case 52 the pigment extended 
a short distance along the epithelial prolongations of the hair follicles. 
The epidermal pigment was mostly in nondendritic cells. 

Chromatophore pigment was never marked, and extended but a 
short distance into the dermis. 
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Pigmentation of the Toe (plantar surface) (tables 9 and 10).— 
Pigment was found in 81 per cent of the cases and was slight, with 
little tendency to extend above the basal layer or to appear in caps. 
Dendritic cells were found in 67 per cent of the cases. Dermal pig- 
mentation was almost entirely lacking. Exclusive of the stratum 
corneum, the thickness of the epithelium was greater than that of 
the inner surface of the prepuce but less than that of the buccal 
mucosa. As much moderate pigmentation occurred as in case 62. 
The pigment was uniquely situated in that it was often found exclu- 
sively at the tips of the rete pegs rather than along their sides and at 
the tops of the papillae, as in most other regions. It was present in 


the basal layer in the form of rather loosely scattered granules, often 


Tar_e 9.—Pigmentation of the Great Toe (Plantar Surface) 


Pigmentation of Epidermis Pigmentation of 
r * Dermis 
Extends ——__~- 
Above Basal No Den- 
Basal Layer Cap- Cap- dritis Moder- 
Degree Layer Only ping ping Cells Marked ate Slight None 
Moderate..... 1 7 1 aa 1 a v 1 
1 (@%) (1007) (100°% ) (100%) (100% ) 


3 13 13 ot or 3 
16 (94%) 25° ae (19%) (81%) (81%) (19%) (E1%%) 


Tabte 10.—Comparative Epidermal Pigmentation of Great Toe 


Number of Degree of Total Epidermal Pigmentation 
Dendritic = “~ - 
Cells Marked Moderate Slight 


ee shen ocadiuwe ae sie 1 
er vee Sala Ferree wer “s 12 
Se eee —_ - “a ick 3 


confined to one or two small regions. Dendritic cells (figs. 4 D and 7) 
were found with fairly large, oval bodies in the basal layer, sending 
moderately long somewhat plump branches along the basal layer and 
into the epidermis. They were not numerous, and most of the pigment 
was in nondendritic cells. 

Chromatophores well filled with pigment could not be found in 
the dermis, but in the regions of greatest pigmentation there were 
dermal cells which contained a few pigment granules, and were regarded 
as chromatophores. Histologic textbooks generally state that chromat- 
ophores are lacking in this region. 

Pigmentation of the Male Prepuce—lInner Surface (tables 11 and 
12): The “inner surface” of the male prepuce, often erroneously 
designated the “mucous surface,” was absolute only in cases of irre- 
ducible phimosis, and even then it was not a true mucous membrane. 
It was, however, considerably altered by local conditions of moisture. 














Buccal mucosa; lichen planus (collection of Dermatologische Wlinik ) 


Fig. 2. 


) 
Left: dopa reaction; many dopa-positive dendritic cells can be seen in the epithe- 
lium; dopa-negative pigment containing cells in the connective tissue are chromat- 


ophores; leukocytes show nonspecific blackening, due to their polyphenolase 
Right: silver nitrate reaction; both epithelial and connective tissue melanin have 
become dark brown, regardless of the type of cell; dendrites are indistinct, prob- 


ably indicating that they contain little melanin: they do, however, contain dopa 


oxydase as shown by the positive dopa reaction at the left. 




















Fig. 3—Pharynx (case 8); frozen section, native preparation (oce. 3, oil 4 
imm. 1.30 Leitz); the dendritic cells are in the basal layer; the nondendritic 
epithelial cells contain a few pigment granules, and the superticial connective tis- : 

¥ 


sue contains a few chromatophores. 








Fig. 5—Nipple (case 29); paraffin section, silver nitrate reaction (occ. 3, oil 
* imm. 1.30 Leitz) ; an example of marked pigmentation and many granules may be 
2 seen in the stratum corneum; the tendency to “capping” can be seen; dendritic 
cells cannot be identified, demonstrating that marked pigmentation per se is not 
accompanied by pigmented dendritic cells; the superficial dermis contains a few 


chromatophores. 





ig. 6—Abdomen (case 45); paraffin section, silver nitrate reaction (occ. 3, 
il imm. 1.30 Leitz) ; this is an example of slight pigmentation, but a few melanin 
granules can be seen in the stratum corneum; dendritic cells cannot be identified, 
even though there is insufficient pigment to mask them; chromatophores are 


lacking, 














lig. 7.—Great toe, ventral surface 
reaction (occ. 3 


(case 62); frozen 
3, oil imm. 1.30 Leitz) : 


section, silver nitrate 
this is a slight 
cell can be plainly seen, along with several branches ; 
in this section, but were 


pigmentation ; one dendritic 


chromatophores are lacking 
found in others. 


lig. 8. 


Buceal mucosa (case 25, figs. 4/ 


and &); frozen section, silver nitrate 
reaction (occ. 3, oil imm. 1.30 Leitz); pigment is predominantly in dendritic cells 
with slight stippling of adjacent nondendritic cells; chromatophores are lacking 
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secretions, etc. The stratum corneum was insignificant at the sulcus 
cornarius, but it became gradually more prominent toward the free 
border. For uniformity the region included in this group was from 
the sulcus to about two thirds of the distance to the free border. 

Pigment was found in 93 per cent of the cases, and dendritic cells 
in 63 per cent. There was considerable tendency to capping, and to 
extension above the basal layer. <A _ parallelism existed between the 
degree of epidermal and dermal pigmentation. The surface epithelium 
was, on the average, about twice as thick as that of the abdomen, and 
the papillae and rete pegs were rather long. Macroscopic hyperpigmen- 
tation, as found in the female series, was not seen in the male series. 


TABLE 11.—Pigmentation of the Male Prepuce (Inner Surface) 


Pigmentation of Epidermis Pigmentation of 
_ —__——- He aA Dermis 
Extends a a ~ 
Above Basal No Den- 
Basal Layer Cap- Cap- dritis Moder- 
Degree Layer Only ping ping Cells Marked ate Slight None 
Marked....... 2 re 2 ie 1 1 1 
2 (7%) (100%) (100% ) (50%) (50%) (50%) 
Moderate..... 11 1 12 ach 9 5 4 3 
12 (438%) (91%) (¥%) (100% ) (75%) (42%) (33%) (25%) 
Sa 3 1] 9 5 9 2 3 7 2 
14 (50%) (21%) (78%) (O4% ) (30%) (OA%) (14%) (22%) (50%) (14%) 





Tas_e 12.—Comparative Epidermal Pigmentation of Male Prepuce 
(Inner Surface) 


Number of Degree of Total Epidermal Pigmentation 
Dendritic — ae i“ os 
Cells Marked Moderate Slight 
as Mb tele wun kaugd pats danse ed ee - i 2 
Dhisdaran ins oeskesaeeadedes «oon eens ‘ 1 5 7 


ge oa 6s adn s ae cae Nek ranainee ase l 3 5 













Cases of marked phimosis generally showed marked hyperpigmentation. 
Pigment was found irregularly in the basal layer in loosely to fairly 
compactly grouped granules, which tended to be situated in the distal 
portion of the cell. When present more superficially this was more 
pronounced. In the less heavily pigmented regions and even in some 
of those which were markedly pigmented, some areas were free from 
pigment. The region at the sulcus did not contain any pigment or 
was moderately pigmented. In most cases the pigmentation gradually 
increased from the sulcus to the free border. Dendritic cells were 
seen in the basal layer with moderate sized, oval or irregular bodies 
and fairly plump branches extending in several directions, especially 
along the basal cells. They were more prominent along the sides and 
at the tops of the papillae. The branches were, for the most part, 


of moderate length, but occasionally long. In only one case did the 
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dendritic cells extend uniformly along the basal layer, and in most 
instances there were only a few along each papilla, more readily seen 
sections. Considerably more pigment was contained in 
In sections containing dendritic cells the adjacent 


in bias cut 
nondendritic cells. 
nondendritic cells were often diffusely peppered with pigment granules. 

The pigment of the dermis was not prominently localized to the 
papillae, but was scattered along the superficial dermis. Its depth was 
about halfway between that of the dermal pigment in the nipple and 


that in the abdomen. 
Outer Surface (tables 13 and 14): 
per cent of cases, and was marked in all except two, one of which 


Pigment was found in 100 


Tas_e 13.—Pigmentation of the Male Prepuce (Outer Surface) 


Pigmentation of 


Pigmentation of Epidermis 
— ~— = Dermis 


gun . - — —_* . 
Extends ——_r— 


Above Basal No Den- 
Basal Layer Cap- Cap- dritis 
Layer Only ping ping Cells Marked Slight 
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Tas_e 14.—Comparative Epidermal Pigmentation of the Male Prepuce 
(Outer Surface) 


Number of Degree of Total Epidermal Pigmentation 
Dendritic . : ; 
Cells 


Many oe ee sa 
} “es 1 


=~ 
Marked Moderate Slight 


was of moderate, and one of slight, pigmentation. Dendritic cells were 
found in 44 per cent (cases 25, 27, 29, 50, 53, 54 and 55). They 
appeared as globular or oval cells, deep in the basal layer, with short, 
fairly plump branches extending in several directions, especially into 
the epithelium. There was a marked predominance of nondendritic 
cell pigment. The pigment of the dermis was more marked than in 
the inner surface, but it did not extend so deeply. 
Pigmentation of the Female Prepuce (tables 15 
dermal melanin was found in both nondendritic and dendritic cells in 


and 16).—Epi- 


100 per cent of the cases. Pigmentation was, on the average, slight, 


there was a tendency to extend above the basal layer, and considerable 
capping. The outer and inner surfaces of the female prepuce had 
nearly the same structure and essentially the same degree of pigmen- 


tation. The stratum corneum was not prominent, and the epithelium 
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was slightly thicker than that of the inner surface of the male prepuce. 
The papillae were often long, approaching in length those found in 
the buccal mucosa. In two cases (48 and 62), marked macroscopic 
hyperpigmentation was seen, and inflammatory changes were present 
in cases 42 and 52. Pigment was found in nondendritic cells as some- 
what loosely grouped granules with some tendency to capping, especially 
above the basal layer. Most of the pigment was in dendritic cells 
(fig. 4 E), which were found in all cases, and some diffuse peppering 
of pigment granules was seen in the nondendritic cells, as found in 
the inner surface of the male prepuce. Many dendritic cells were 
present in the sections showing inflammatory changes. The dendritic 













Taste 15.—Pigmentation of the Female Prepuce 
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| ae apenenta - =~ Dermis 
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7 (30%) (86%) (14%) (86%) (14%) (100%) (57%) (29%) (14%) 
| 7 7 6 8 14 2 2 10 
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Taste 16.—Comparative Epidermal Pigmentation of the Female Prepuce 


Number of Degree of Total Epidermal Pigmentation 
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Fig. 9—Prepuce (case 3) diagramatic; frozen section, silver nitrate reaction ; 
pigmentation varies as follows: A, slight pigmentation, no dendritic cells; 
B, slight pigmentation, few dendritic cells; C, moderate pigmentation, no dendritic 
cells; D, slight pigmentation, no dendritic cells; E, moderate pigmentation, few 
dendritic cells. 










cells were located in the basal layer, and had fairly large ovoid or 
irregular bodies with plump branches of moderate length. They were 
longer in sections with thicker epithelium, and extended in many 
directions along the basal layer and into the epidermis. The lack of 
definite relation sometimes encountered in this region between dendritic 
and nondendritic cells and the degree of pigmentation is illustrated 
by a single section from case 3 (fig. 9). In the diagram, the various 
regions can be distinguished with their types of pigmentation. 
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Dermal pigment tended to be slightly more marked than the pigment 
of the epidermis. Chromatophores extended about the same distance 
into the dermis as in the male prepuce. 

Pigmentation of the Buccal Mucous Membrane.—The epithelium 
of the inner surface of the cheek was the thickest of the entire series. 
Although they were often thin at the tops of the papillae, the epithelial 
prolongations were long and thick, and the papillae long and slender. 
There were not any instances of marked macroscopic pigmentation as 
found in Addison’s disease, but at times a mottling of those tissues 
which contained many chromatophores. Jadassohn'* recently called 
attention to the fact that the membrane of this region is not pure 


Tas_e 17.—Pigmentation of the Buccal Mucosa 


Pigmentation of Epithelium Pigmentation of 
— ~ - Connective Tissue 
Extends — — A - 
Above Basal No Den- 
Basal Layer Cap- Cap- dritis Moder- 
Degree Layer Only ping ping Cells Marked ate Slight None 
Slight..... . 10 20 s 31 37 10 2 16 11 
39 (100% ) (26%) (74%) (21%) (TH) (95%) (20%) (5%) (41%) (28%) 


TarLe 18.—Comparative Epithelial Pigmentation of the Buccal Mucosa 


Number of Degree of Total Epithelial Pigmentation 
Dendritic _ wie 
Cells Marked Moderate Slight 
Many..... re akibckadbenbeses $a ‘ 2 
biccaksaenesenaeads ere ‘ - 35 
None..... aol bpaewdbaeeaneoas ‘ie ie 2 


mucous membrane, but a sort of transitional form. It is similar in 
this respect to that of the inner surface of the prepuce. Sebaceous 
glands are often found in both locations, and the membrane of this 
portion of the cheek is the seat of physiologic race pigmentations, and 
many of the dermatoses. The discovery of pigment in the pharynx 
demonstrates that this fact cannot be advanced as the sole reason for 
pigment in this region. Another factor contributing to buccal pig- 
mentation is the constant insult from the teeth, and other irritation, 
such as pipe smoking. The surface epithelium is often involved in 
slight keratosis. 

Pigment was found in 74 per cent of the cases, and dendritic cells 
in 70 per cent. The degree of pigmentation (tables 17 and 18) was 
slight in all instances, confined for the most part to the basal layer 
and irregularly distributed. In the nondendritic basal cells it was in 
loosely arranged granules. When it was present above the basal layer. 
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there was often a diffuse stippling of the cells. The dendritic cells of 
this region were the most beautiful of the entire series (figs. 1, 4 F 
and 8). They had rather large irregular bodies, lay in the basal layer 
and sent long fairly plump dendrites along the basal layer and into the 
epithelium. They were most numerous along the sides and tops of the 
papillae. The branches seemed to unite with each other and with those 
of adjacent cells. The epithelial pigment was about equally divided 
between nondendritic and dendritic cells. 

Chromatophores were found predominantly in the papillae, but also 
in the connective tissue below, even in its entire extent, often between 
the cells of the buccal fat pad. The pigment granules of the deeply 
situated chromatophores showed little or no reaction to silver nitrate. 


TasL_e 19.—Pigmentation of the Pharynx 


Pigmentation of Epithelium Pigmentation of 
— A — Connective Tissue 
Extends — ~-- -— ——--—- WN 
Above Basal No Den- 
Basal Layer Cap- Cap- dritis Moder- 
Degree Layer Only ping ping Cells Marked ute Slight None 
Moderate..... 2 ne os 2 2 om Pr 2 
2 (18%) (100°) (10067) (10067) (100%) 
Ne 3 6 3 6 9 | 1 5 2 
9 (82%) (33%) (67%) (33%) (67%) (100%) (11%) (11%) (50%) (22%) 


Tas_e 20.—Comparative Epithelial Pigmentation of the Pharynx 


Number of Degree of Total Epithelial Pigmentation 


Dendritic —- ee -_ 
Cells Marked Moderate Slight 
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Parallelism between the epithelial and connective tissue pigment was 
strikingly lacking. The epithelial pigment was always slight, but more 
than a quarter of the cases showed marked connective tissue pigmenta- 
tion. The sections showed slight keratosis, which, however, was not 
confined to them alone, as one keratotic section did not contain any 
pigment. Of the ten cases of marked pigmentation in the connective 
tissue, eight were from males and two from females. This can be 
explained by increased irritation, pipe smoking and lack of cleanliness. 
The mouth often failed to share in general pigment reaction. In cases 
16 and 47, presumably of this type, pigment was not found in the 
huceal sections. 

Pigmentation of the Pharynx (tables 19 and 20).—The epithelium 
was about as thick as that of the toe, exclusive of the stratum corneum, 
but few papillae were present. Macroscopic pigment was not seen, but 
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pigment was found microscopically in 21 per cent of the cases, in 


all of which dendritic cells were present. Pigmentation was, for the 
most part, slight and irregularly distributed, with little pigment above 
the basal layer and little tendency to capping. Pigment was predomi- 
nantly in dendritic cells, but the nondendritic cells in the immediate 
vicinity also contained loosely arranged granules (fig. 3). The den- 
dritic cells (figs. 3 and + G) had oval bodies in the basal layer, the 
long axes of which were parallel to, or perpendicular to, the surface, 
with plump branches extending either along the basal layer or into the 
epithelium, even nearly to the surface. The branches often appeared 
with a lighter streak in the center, as if pigment were arranged in 
their periphery. The cells and branches were easily seen in the native 
preparation, a fact utilized in an attempt to demonstrate mitotic figures. 
The tissue was fixed in Zenker’s solution, embedded in_ collodion, 
mounted in paraffin, cut in sections 15 microns thick and stained with 
safranine. The mitotic figures were clearly discernible, infrequent and 
never found in pigmented dendritic cells. This was in accord with the 
work of others. 

A few chromatophores were present in the superficial connective 
tissue. 

Esophagus.—Sections were studied from the first thirty autopsies, 
but pigment could not be found by any method. 

Breast.—Sections were studied from fourteen breasts, in all stages, 
from the virgin gland, through the activity of pregnancy, to that 
involved in senile atrophy. There was not a trace of pigment in any 
section. The study of the breast was given interest by the observation 
of Masson that dendritic cells could be found in carcinoma of the 
breast which had involved the skin. Masson believes that these cells 


migrate from the epidermis into the malignant tissue. 


CLINICAL MATERIAL 
The methods of pigment study as utilized in the foregoing experi- 
ments were applied to the following biopsy specimens, with, in some 
instances, actual comparison with the pigmentation of corresponding 
normal tissue. 
Condyloma Acuminatum.—The pigmentation of condyloma acumi 
natum and other acanthotic processes has been studied by Kreibich,” 
Mariani '* and others. Material was obtained from two patients. 


17. Kreibich, C.: Ueber das melanotische Pigment der Epidermis, Arch. f. 
Dermat. u. Syph. 118:837-855, 1914. 

18. Mariani, G.: Sulle cellule melanoblastiche e sulla origine pirrolica del 
pigmento cutaneo (melanina), Gior. ital. di dermat. e sifil. 66:575, 1925; abstr., 
Zentralbl. f. Haut. u. Geschlechtsk. 18:32, 1926. 





i 
‘ 





+ DPA 


bo ‘ _ sa ee — —— 
A a 





BECKER—MELANIN PIGMENTATION 281 


~ 


1. A small tumor 3 mm. in diameter and 2 mm. high (case 2). 

Hematoxylin and Eosin: There was a typical acanthotic process, 
without any visible pigment. 

Silver Nitrate: The basal cells contained few pigment granules. 
A few dendritic cells had their bodies in the basal layer, and long 
branches extended into the epithelium. The pigment was mostly in 
dendritic cells. Chromatophores could not be seen. 

Dopa Reaction: The reaction was positive in the dendritic cells 
and for a short distance into the branches. 

This was an early pigmentation. 

2. A tumor 1.5 by 1.5 by 1.5 em., with a pedicle about 0.5 cm. 
across (case 65). 

Hematoxylin and Eosin: The section was that of a lobulated 
acanthotic tumor, the usual picture of condyloma acuminatum. A 
moderate amount of pigment was seen in the basal layer, and in places 
even to the surface. Dendritic cells were identified with difficulty. 
Numerous chromatophores were present. 

Silver Nitrate: Limited areas of typical basal pigment with capping 
were seen. For the most part, the basal pigment was in the form of 
loosely arranged granules, extending in places to the surface. Capping 
was more apparent above the basal layer. The dendritic cell bodies 
were mostly situated in the basal layer, with branches extending along 
the basal layer and into the epithelium. The dendritic cells higher in 
the tissue were larger, and often had long branches (fig. 4 /). The 
cell bodies were elongated and irregular, with branches originating at 
both poles, short proximally and long distally, coursing toward the 
surface with some side branching. The pigment was predominantly in 
nondendritic cells. There were many chromatophores extending some 
distance into the connective tissue pedicle. The pigment of the deepest 
cells did not react to silver. 

Dopa Reaction: <A _ positive granular reaction was obtained only 
in dendritic cells. 

This was a late pigmentation. 

Addison's Disease (courtesy of Professor Ramel).—Two sections 
were removed, one from the neck and one from the buccal mucosa. 
Both sections were markedly hyperpigmented. 

1. Section of skin from the neck. 

Hematoxylin and Eosin: The histologic picture was normal, with 
the exception of hyperpigmentation of the basal layer, with decreasing 
amount of pigment to the surface. A few dendritic cells were identified 
in the basal layer. Many chromatophores were present. 

Silver Nitrate: Marked pigmentation was observed especially in 
the basal cells, but extending into the stratum corneum. The pigment 
was found in the follicular epithelium for more than the normal dis- 
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tance. There was a tendency to capping in most regions. The pigment 
was largely in nondendritic cells, with a few dendritic cells in the basal 
laver. In fixed sections the bodies often appeared to be in the dermis, 
with short branches coursing into the epidermis. Chromatophores 
extended deeply into the dermis, where they took the silver reaction 
fairly well. 

Dopa Reaction: The reaction was not good, as the tissue was 
removed about eighteen hours previous to the performance of the test. 
A faint reaction was seen in some cells, with little branching, mainly 
in the regions that contained more dendritic cells in the stained sections. 


A comparison of this section with one from a nipple with a high 


degree of pigmentation and dendritic cells, revealed the following 
differences: The section from the patient with Addison's disease con- 
tained fewer dendritic cells, much more pigment in nondendritic cells, 
which showed more tendency to capping and more pigment in the dermis. 
and the melanin did not form such a dark substance with silver salts 

2. Section from the buccal mucosa. 

Hematoxylin and Eosin: The surface was involved in_ slight 
keratosis. Marked pigmentation was seen, with pigment compactly 
arranged in almost every cell of the basal layer. A few dendritic cells 
were present. Little pigment was seen above the basal layer. 

Silver Nitrate: The pigment reacted much more strongly to the 
silver than did that in the skin section from the same case. The section 
was much more deeply pigmented than any section of mucous mem- 
brane in the autopsy series, and most nearly resembled hyperpigmented 
skin. The nondendritic cells had typical basal pigmentation, extending 
to the surface, with a tendency to capping. This was different from the 
diffuse peppering found in cases with mostly or entirely dendritic cells. 
There was an average number of dendritic cells, with branches that 
were not long, and not at all conspicuous. By far the most pigment 
was in nondendritic cells, a different ratio than obtains normally. 
Chromatophores were numerous, especially in the papillae. They could 
be traced to the deeper edge of the section, which did not extend to 
the adipose tissue. 

Dopa Reaction: A reaction was not obtained, which is without 
significance, owing to the length of time after removal (eighteen hours ). 

Comparison of this section with the most hyperpigmented section 
from the mucous membrane series showed the following: The section 
from the patient with Addison’s disease had more pigment in non- 
dendritic cells, arranged in caps, as in hyperpigmented skin; the pigment 
extended to the surface in capping form and not as a diffuse peppering 
of the cells, as in cases with predominance of dendritic cells ; there was 


about an average number of dendritic cells; branches were shorter and 
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less conspicuous, and more pigment was found in chromatophores. 
These differences are essentially the same as in the section of skin just 
described. 

Melanotic Neoplasms —Sections from three cases were studied. 

1. Melanotic freckle—this section of markedly hyperpigmented 
skin was removed from the temporal region of an old man. 

Hematoxylin and Eosin: The epithelium was involved in slight 
hyperkeratosis and acanthosis, with terminal enlargement of some of 
the rete pegs. The basal laver was markedly pigmented, with some 
pigment visible above. Dendritic cells could not be identified. Chro- 
matophores were abundant. Nevus cells were not seen. 

Silver Nitrate: Pigmentation was most marked, extending into the 
stratum corneum. In the frozen section, the stratum germinativum 
appeared as an almost continuous opaque sheet. Chromatophore pig- 
mentation was marked, extending even into the subdermis. The pigment 
of the deeper cells did not show the silver reaction. In fixed sections 
most of the pigment was in the basal layer, but it extended even into the 
stratum corneum. A few dendritic cells, mostly in evidence by their 
branches, extended directly into the epidermis. Their cell bodies were 
only occasionally identified, on account of the intense pigmentation of 
the basal layer, and they were small and irregular. Chromatophores 
were seen extending deeply, the deeper cells taking the silver reaction 
better than those in the frozen sections. 

Dopa Reaction: The reaction was intermittent in the basal layer. 
Cell outlines were not clear, and there were only a few short branches. 

2. Benign melanoma (melanotic nevus )—multilobulated soft tumor 
1.5 by 1.5 by 1 em., with a pedicle 1 cm. across. The superficial portion 
was moderately hyperpigmented. 

Hematoxylin and Eosin: The epithelium was slightly acanthotic, 
and a large number of nevus cells was present. Pigment was seen in 
the tips of the lobules, both in the basal layer of the epidermis and in 
the most superficial nevus cells. 

Silver Nitrate: Three types of pigmentation were identified. 

(a) Inthe superficial portion of the tumor the epidermis contained 
pigment, largely in dendritic cells. These had many branches, but the 
cell bodies were not easily distinguished. They were of the same size 
as those of the nondendritic cells, and were situated in the basal laver. 
Moderately long, thin branches extended along the basal layer and into 
the epidermis. There was an irregular stippling of the nondendritic 
cells, which often extended to the surface. 

(>) A few chromatophores were present in the superficial dermis. 
(c) In some of the lobules, certain groups of the most superficial 


nevus cells contained pigment. They were mostly ovoid, but a few 
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were fusiform, with short terminal processes. A few chromatophores 
were also present in this region. 

Dopa Reaction: The dendritic epidermal cells showed a granular 
reaction, and the nevus cells reacted faintly in the superficial portion. 
Many leukocytes throughout the section showed the reaction. 

3. Malignant melanoma (melanocarcinoma )'*—the section removed 
from the plantar surface of the foot of a patient with generalized 
melanoma included a pigmented slightly elevated tumor 1 ecm. in 
diameter (courtesy of Professor Ramel). 

Hematoxylin and Eosin: The malignant tissue was located in the 
middle of the section; there was a rather sudden transition between it 
and the normal skin. In the tumor region the stratum corneum was 
often about one-half its normal thickness, and the stratum germinati- 
vum was about three times its normal thickness. The stratum corneum 
contained many single and grouped, mostly compressed and flattened, 
nucleated cells, many of which contained pigment. This obtained to the 
edge of the tumor and ceased abruptly. showing that a rapid infiltration 
of tumor cells into the epidermis had not occurred. The stratum germi- 
nativum was disintegrated into long irregular strands, extending to the 
dermis. Between these strands were masses of epithelioid cells, most of 
which contained yellowish brown melanin. They were arranged in 
cords, with corresponding elongated connective tissue processes. Many 
isolated cells and small groups of cells were also present in the epithelial 
strands. A few chromatophores were seen in the tumor mass and in 
the superficial dermis, and a large mass of tumor cells was found rather 


deep in the dermis, beneath the normal epidermis, at one end of the 


section. The reaction was slight, in the form of a few scattered 
lymphocytes. 

Silver Nitrate: The melanin was almost unappreciably darkened, 
and there were not any significant differences in the picture. 

Dopa Reaction: This reaction was marked in the tumor, ceasing 
rather abruptly at the border. The cells showed the reaction even to 
the surface, demonstrating a remarkable preservation of dopa-oxydase 
during their journey to the surface with the cornified epithelium. In 
some places the cells showed the granular reaction, but in most places 
they were solid black and their processes granular. Where the cells 
were isolated, they were often oval or fusiform, the latter with generally 
a single process at each end. Typical dendritic cells were not observed 
in the sections. 

19. For a complete discussion of the subject of melanomata, see Miescher, G.: 


Die Genese der malignen Melanome der Haut, Virchows Arch. f. path. Anat., to 


be published. 
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Hypertrophic Leukoplakia and Tuberculosis of the Mucous Mem- 
brane.—A section of each was studied. The histologic pictures were 
typical, but pigment was not found. 


THE DOPA REACTION 


It seems to be clear a priori that the results obtained in my material 
by the dopa reaction cannot be compared with those of Bloch and his 
co-workers in skin removed during life. The negative results in my 
series do not have any significance, since conditions were much less 
favorable for the reaction. The results are presented, notwithstanding, 
as they demonstrate several facts, some of which are new. 

The results varied considerably. Tissue fixed for two or three 
hours in formol gave better results at times than fresh tissue, and then 
again did not show any reaction at all. Careful study revealed that this 
varied with the water used for dissolving the dopa, even though the 
solution was buffered to the same py. The length of time after death 
caused much variation in the reaction, although the bodies were generally 
refrigerated for at least part of the time. The longest time post mortem 
that a reaction was found was thirty-nine hours, and that only on the 
external surface of the prepuce. The longest period of reaction noted 
in at least three tissues was seventeen hours. The best reactions, includ- 
ing fairly good reactions in the dendrites, were obtained up to about six 
hours after death. The reacting power seems to disappear first from 
the dendrites. Following are the percentages of positive dopa reactions 
in the pigmented sections: nipple 53, abdomen 26, prepuce 29, mouth 
38, pharynx 27, toe 35 and axilla 20. These percentages are not pre- 
sented as the normal variation of the dopa reaction, but show that 
tissues taken from various parts of the same body at the same time 
post mortem will react differently. 

There may be two reasons for failure to obtain the reaction, (1) 
destruction of the dopa-oxydase by disease or death, and (2) chemical 
changes in the tissues, necessitating a different optimum py. As early 
as ten hours post mortem, a fairly marked reaction on the external 
surface of the prepuce ceased abruptly at the free border, and was 
entirely absent on the inner surface. Edematous skin always gave 
negative or poor results. 

The other methods employed in this study gave uniform results. 


RESULTS 
My study demonstrates a normal pigmentation of the buccal mucous 
membrane, and a much more frequent pigmentation of the pharynx 
than has been supposed. Pigmentation of the pharynx was found in 


the conditions presented in table 21. 
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Pigment was not found in the human esophagus and mammary 
gland. 

Epidermal dendritic cells were found in all regions of the cutaneous 
surface which were studied, and in the epithelium of the buccal and 
pharyngeal mucosae. 

The relation between dendritic cells and nondendritic cells varies 
in different regions. The dendritic cell is predominant in the pharynx, 
and the distribution is about equal in the buccal mucosa. The relative 
importance of the dendritic cell diminishes until it has the least quan- 
titative significance in the epidermis of the nipple and abdomen. 


TABLE 21.—Pigmentation of the Pharynx 


Diagnosis Number of Cases 


Carcinoma of stomach with cachexia..... 
Carcinoma of lung with metastasis... 
Carcinoma of bronchus with metastasis. 
Generalized lymphoblastoma........... ; 
Acute meningitis (postpartum) 
Salpingitis with peritonitis 

Cerebral arteriosclerosis. . 

Burns, bronchopneumonia... 


COM MENT 


A majority of the cases can be considered as those of moderate 
pigmentation. There were but three marked brunettes in the autopsy 
series, all of whom had more than average pigmentation, with none, 
however, in the pharynx. One of the patients also had pediculosis 
vestimentorum, which had accentuated the degree. Hyperpigmentation 
was clinically visible in cases 22 (sunburn) and 47 (lymphoblastoma ). 
Only in the latter was there pharyngeal pigmentation. The cases of 


pharyngeal pigmentation also showed moderate or marked generalized 


pigmentation. 

As already mentioned, it has heen generally believed that the oral 
mucous membrane does not contain pigment normally, but solely under 
pathologic conditions. The discovery of pigment in 74 per cent of the 
cases demonstrates a normal pigmentation of this region. The figures 
are, of course, minimum, because only a limited portion in each case 
could be studied. The pigment was found microscopically, best by the 
silver method, when macroscopic pigment was not found. The reasons 
for this discovery are largely the methods employed. I studied not only 
the usual hematoxylin and eosin sections, in which the pigment is pretty 
well masked by the stain, but also native preparations, silver and dopa 
preparations. The results of the dopa reaction on the oral mucosa 
confirm those of Bloch and Ramel* in demonstrating that pigment 1s 
formed here by dopa-oxydase. The discovery of a positive dopa 


reaction in the pharynx is further confirmation of this theory. 
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Pigmentation of the pharynx is probably always pathologic. It 
was found in all cases of generalized malignancy that were studied, but 
not in cases of localized carcinoma. Most of the patients with pig- 
mented pharynges presented slight generalized hyperpigmentation, with 
the exception of the oral mucosa. In two of the cases pigment was 
not found in this location. Local irritation appears to play a definite 
role in pigmentation of the mouth, as shown by the extensive connective 
tissue pigmentation similar to that found in the dermis following 
cutaneous insults. It is interesting that of eleven cases of tuberculosis, 
usually given as a cause of hyperpigmentation of this region, the only 
one showing considerable pigment was also a case of vagabondism. 

Pigmented dendritic cells are much more frequent in human skin 
and mucous membrane than was formerly thought. They are given 
little if any mention in textbooks of histology. Adachi* made a study 
of pigment in cutaneous and mucous membranes, but found dendritic 
cells only in the oral mucosa and in the prepuce. He did not, however 
have the advantage of the dopa and silver reactions, which probably 
accounts for his failure to recognize them in the skin. These cells are 
always found in the epithelium, but some preparations suggest that the 
hody may be in the dermis. The entire cell has never been seen therein 
(ne must be prudent in judging such pictures. 

The size and form of the dendritic cell varies in different locations 
(fig. +). In the thin epidermis of the nipple, abdomen and axilla, the 
cell body and the entire cell are relatively small, and the branches are 
thin. In the lacteal ducts and mucous membranes of the mouth and 
pharynx, as well as in acanthotic processes, the bodies are generally 
larger, and the branches more plump and longer. The melanin granules 
of the larger cells are larger than those of the smaller ones. The 
elongated granules are generally situated with their long axes paralle! 
to that ef the cell body or dendrite. The varying size and shape of 
cells in different regions may be explained by the different character 
of the epithelium. The thicker the epithelium, the larger and more 
extensive is the cell. 

There are some interesting facts concerning the distribution of the 
dendritic cell. The chief factor in the varying numerical relation 
between the two types of pigment containing cells is the marked varia- 
tion in the total pigmentation of the nondendritic cell. The dendritic 
cell pigmentation is more constant. When there is a high degree of 
pigment, for example, in the nipple, the cells are not so frequent. We 
must therefore conclude that marked pigmentation per se is not 
always associated with dendritic cells. As already mentioned, marked 
pigmentation may conceal the branches, but thin paraffin sections should 
obviate this difficulty. On the other hand, marked pigmentation does 
not necessarily signify a high degree of pigment activity. For example, 
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pregnancy 1s known to be associated with pigment activity, and in cases 
12 and 28 (postpregnancy and pregnancy), dendritic cells were found 
in the nipple. This lends weight to the assumption of the relation 
between dendritic cells and increased pigment activity. 

Many typical dendritic cells are found in the mucous membranes, 
that is, in tissue which is feebly pigmented, in comparison to the skin. 
In many respects the conditions in the mucous membranes are identical 
with those in acanthotic processes of the cutaneous surface. In both 
instances the epithelium is thick, generally with a low degree of pig- 
mentation. There are few isolated dendritic cells, easily seen against 
the slightly pigmented background. Both types of tissue contain little 
typical capped basal cell pigment. 

Nature of the Dendritic Cell—lIt is impossible to reach a definite 
conclusion regarding the nature of the dendritic cell. Some facts are 
favorable to the theory of Meirowsky, Kreibich, Bloch and Miescher 
that they are formed from the normal basal cells in cases in which 
activity of pigment production is augmented. The fact that the dopa 
reaction often reveals dendritic cells when they cannot be found by 
other methods leads one to believe that all basal cells are possibly den- 
dritic. The indifferent results of the dopa reaction on my autopsy 
material do not permit relevant conclusions. 

Cells with short branches were seen in both the dopa and the silver 
preparations. ‘They possessed bodies of the dendritic cell type, and 
their pigment was distributed in the same manner as that in dendritic 
cells. These were the so-called transitional forms which gave rise to 
the transition theory. 

Notwithstanding the evidence in favor of this theory, if epithelium 
with typical isolated dendritic cells is studied (pharynx, buccal mucosa 
and acanthotic cutaneous lesions), one is struck by the bizarre form of 
these cells, which seem to be so unlike the nondendritic cells, and which 
so closely resemble some cells of the central nervous system. Therefore, 
it cannot yet be pretended that the transition theory is definitely proved, 


although at the present state of knowledge most of the facts are 
i 


explainable thereby. However, the fact that Masson,* by means of 
special staining methods, has supported Soldan’s theory of the nervous 
genesis of the dendritic cells compels one to admit that the whole 
question of genesis and nature of these curious cells needs further 
investigation. 

CONCLUSIONS 


1. Pigmentation of the Normal Mucous Membranes.—By appro- 


priate methods it was demonstrated that the normal (grossly unpig- 


mented) buccal mucosa obtained from fifty-three unselected autopsies 
showed a slight degree of microscopic epidermal pigmentation in 74 per 
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cent of the cases. Pigmentation of the connective tissue was marked 
in 26 per cent of the cases. Pigmentation of the buccal mucosa, there- 
fore, seems to be a normal condition. This fact explains the increase 
of pigment in this region in so many pathologic conditions. 

In the pharynx, which has not been previously studied except with 
reference to gross macroscopic pigmentation, pigment was found in 
21 per cent of the cases. Half of these cases were in patients who died 
with generalized malignant growths. The faculty of pigment produc- 
tion appears to be present normally, at least potentially, in the epithelial 
cells of the pharyngeal mucosa. 

Pigment was not found in the human esophagus and mammary 
gland, but was present for a short distance in the superficial lacteal 
ducts of the nipple. 

The internal surface of the prepuce in both male and female are 
normally pigmented. 

Demonstration of a positive dopa reaction in the pigment cells of 
both the buccal and the pharyngeal mucosa furnishes added support to 
Bloch’s theory of the fermentative origin of melanin. 

2. Dendritic Cells —Dendritic cells are much more frequent in 
normal skin than has been generally supposed. They were found in 
all regions examined. In the cutaneous surface, they vary from 25 
per cent of all cases of the nipple and abdomen to 67 per cent of those 
of the toe; in the mucous surfaces they vary from 21 per cent of all 
cases of the pharynx to 70 per cent of all cases of the buccal mucosa 
and 79 per cent of all cases of the inner surface of the prepuce. Den- 
dritic cells vary in size, shape, nature of branching and numerical 
relation to nondendritic cells in different regions of the skin and 
mucous membranes, and even in the same location in different persons. 
Considering only the pigmented sections, they vary from 25 per cent 
in the nipple and the abdomen to 100 per cent in the pharynx. Den- 
dritic cells, therefore, seem to be a more or less normal (physiologic ) 
factor of ectodermal pigmentation. 

The morphology of the dendritic cell seems to depend on the nature 
of the tissue, the thicker the epithelium (buccal mucosa and acanthotic 
processes, such as condyloma acuminata), the larger and more branched 
the cells. Less variation occurs in the total dendritic cell pigmentation 
in the various sections of the same region than in that of nondendritic 
cells, 

Evidence suggests that dendritic cells are cells normally present in 
the basal layer that assume the pigmented dendritic cell form under the 
influence of some pigment forming impulse (pregnancy in the case 
of the nipple and generalized malignant growth in the case of the 
pharynx). Mitotic figures and other evidence of cell division could 
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not be found in the pigmented dendritic cells of the pharynx. The 
problem of the dendritic cell needs further investigation. 

3. Chromatophores——Chromatophores are present in all regions 
studied, in varying degree, and situated in varying portions of the 
superficial dermis. The melanin of the deeper cells does not react 
appreciably to silver salts. 

4. Pathologic Increase in Pigment.—This increase may be pre- 
dominantly a pigment increase in dendritic cells (acanthotic lesions) or 
in nondendritic cells (Addison's disease ). 

5. A combination of all the methods used in this study, the most 
valuable of which are the dopa and silver reactions, is necessary for the 


proper interpretation of normal and pathologic melanin pigmentation. 





SUGGESTED NOMENCLATURE FOR 
ULTRAVIOLET ZONES 


HERMAN GOODMAN, M.D. 


NEW YORK 


The physicist has divided the regions of the ultraviolet into 
the near, middle and far. On the basis of the physiologic responses, 
especially by the skin, | have made another division; I have taken two 
set places in the ultraviolet: one, the limit of natural sunlight which 
is at 2,900 Angstrom units; and the other, the conventional barrier of 
glass to the ultraviolet, which may be fixed at 3,200 Angstrom units. 
For purposes of physiology, the ultraviolet may be be divided into the 
intravital (from 3,900 to 3,200 Angstrom units), which represents the 
invisible ultraviolet that passes through glass; the vital (from 
3,200 to 2,900 Angstrom units), which is the ultraviolet present 
in sunlight on a summer day near noon and which does not pass through 
glass; and the extravital (below 2,900 Angstrom units to the limit of 
penetrability of air about 2,000 Angstrom units ). 

The vital ultraviolet, as present in sunlight in summer, has been 
found necessary for the normal growth of infants, as well as for the 
normal calcification of bone in experimental animals. It is the zone in 
sunlight necessary for sunburn and tanning. The zone frorn 2,900 to 
3,200 Angstrom units has some of the wave lengths necessary to act on 
the precursor of the antiricketic vitamin present in nonactive cholesterol. 

Quantity is just as necessary as quality in this vital zone (from 3,200 
to 2,900 Angstrom units). There must be a threshold limit of intensity 
per unit of time below which no results may be obtained in this same 
unit of time. In other words, the energy received must exceed some 
definite value. Thus, an incandescend bulb which does not give any 
radiation in this zone does not cause sunburn or tanning. The vital 
radiation from an efficient source for sunburn and tan may be eliminated 
by placing a screen of ordinary window glass between it and the 
subject. Ordinary window glass does not transmit vital ultraviolet, 
and the skin does not react by becoming sunburned and_ tanned. 
lf quartz is used as a filter, and if the source of the vital ultraviolet 
is efficient, the subject becomes sunburned and tanned, because quartz 
permits the passage of practically all radiation that will pass through air. 
lf a filter with only 50 per cent transmission in the vital ultraviolet 


is substituted, the intensity of the source will determine whether or 


not sunburn and tanning will result per unit of time. If the source is 
lacking in double the intensity required for sunburn and tanning, reduc- 
ing it by 50 per cent results in less than the minimum intensity reaching 









































A, photograph of setting on subject's back. An exposure was made to the 
mercury vapor arc in quartz for three minutes at a distance of twenty-four inches, 
after five minute preliminary operation; quality: to about 2,000 Angstrém units; 
intensity less than 3,200 Angstrém units: 5.7 per cent of all radiation energy to 
12,000 millimicrons ; 3.5 per cent in zone from 3,200 to 2,900 Angstrém_ units. 

B, the same patient after twenty-four hours. Note the effect of dispersion by 
prism; label effect at 4; and also that the shadow of the label on screen /2 is 
indistinguishable from nonerythematous area of screens 6 and 72. 

C, schema for | and B. 1] indicates the patient’s unscreened skin; 2, the 
quartz prism; 3, the screen permitting penetration of 60 per cent in the vital zone ; 
4, the paper label; 5, the imported quartz cell; 6, the screen permitting penetration 


of 30 per cent in the vital zone; 7, the overlapping of screens 6 and 8; &, screen 


permitting penetration of 35 per cent in the vital zone; 9, overlapping of screens 
6 and 12; 10, overlapping of screens 6, 7 and 12; 1/7, overlapping of screens 8 and 


12; 12, the screen permitting penetration of 90 per cent in the vital zone, and 


13, clothing. 
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the skin per units of time. If the source is more than twice the required 

intensity and only half is filtered out, there will still be enough to cause 

sunburn per unit of time. The same mathematics may be used for 

filters that reduce the vital ultraviolet to one-third, one-fourth or less. 
The various zones in wave length are shown in the table. 


ZONES IN Wave LENGTHS 


Infra-red zone, from 7,700 Angstr6m units up 

Visible zone, from 7,700 to 3,900 Angstrém units 

Intravital ultraviolet zone, from 3,900 to 3,200 Angstr6m units 
Vital ultraviolet zone, from 3,200 to 2,900 Angstr6m units 
I-xtravital ultraviolet zone, from 2,900 to 2,000 Angstr6m units 


The lower limit of vital ultraviolet has been stated at 2,900 
Angstrom units because it is the accepted lower limit of ultraviolet in 
summer sunlight. Confining the vital region to 3,200 to 2,900 Angstr6m 
units does not eliminate the possibility that wave lengths still shorter 
in the ultraviolet may not be of value in certain conditions. 

The terminology proposed is helpful in indicating some finer relation- 
ship between the physics and the physiology of the human subject. 

The user of apparatus generating ultraviolet should not be misled by 
the division of the ultraviolet into broad bands. He should know what 
part of the radiation emission under operating conditions lies in the 
zone between 3,200 to 2,900 Angstrém units. 

At present I believe that one must have more than 1 per cent of all 
radiation to 12,000 millimicrons in this zone. It is necessary to know 
four factors: the quality of the ultraviolet, the intensity, the time of 


exposure and the distance. The only variant is the patient. With four 


known factors, one should be able to repeat results and to advance the 
science of phototherapy. 


18 East Eighty-Ninth Street. 











ACARUS SCABIEI 
STUDY OF ITS HISTORY 


BARKER BEESON, M.D. 


CHICAGO 


Synonyms for Acarus or Sarcoptes scabiei are: Acarus humanus- 
subcutaneus (Linné), Acarus exulcerans (Linné), Acarus scabiei (de 
Geer), Surcoptes hominis (Raspail), Sarcoptes galei (Owen), Acarus 
brachypus (Olfers), Acarus psoricus (Pallas), Cheyletus  scabiet 
(Cloquet), Sarcoptes suis (Gerlach), Sarcoptes canis (Gerlach), 
Sarcoptes scabiei-crustosae (Furstenberg), Sarcoptes vulpis (Fitrsten- 
berg) and Sarcoptes caprae (Furstenberg ). 

To attempt to review thoroughly the mass of literature dealing with 
the subject is far beyond the scope of such a paper as this. I shall 
try to show that, although knowledge of a causative parasite for the 
itch seems to have existed early among the people, yet, as Besnier and 
Doyon have aptly said, the medical brain was not prepared to accept 
the idea for a long time. 

Differences of opinion as to who first described the itch mite are 
common in the literature. Even though some of the earlier writers 
had such a creature in mind, their descriptions appear hazy. Scabies 
itself was probably known to the ancients, but in most instances it 
was confused with other itching disorders. Several writers have 


expressed the opinion that in Spain, Italy and Corsica, women of the 


lower class knew of Acarus at an early date, and also knew how to 
recover it. 

In his work on cutaneous diseases, Lorry,' while referring to the 
letter of Bonomo to Redi, does not appear to consider the tiny animal 
therein described as the cause of the itch. Hardy * believed that the 
first mention of a particular animal being present in scabies is to be 
found in the writings of Averrhoes, an Arabian physician. 

The most exhaustive work on .!corus to which I have had access 
is that of M. H. Furstenberg,* published in 1860. Along with Hebra ‘ 
and Neumann,°® he believed that the first uncontested information about 
this parasite was given by Saint Hildegarde, abbess of the Rupertsberg 

1. Lorry, A. C.: Tractatus de morbis cutaneis, Paris, Cavelier, 1777, p. 250 

2. Hardy: Maladies de la peau, Paris, A. Delahaye, 1858, p. 187. 

3. Fiirstenberg, M. H.: Die Kratzmilben der Menschen und Thiere, Leipzig, 
Iengelmann, 1860. 

4. Hebra: Traité des maladies de la peau, Traduit et annoté par le Dr. \ 
Doyon, Paris, G. Masson, 1872, p. 595. 

5. Neumann: Maladies de la peau. Trans. by Drs. G. and FE. Daim, Paris, 


Delahaye, 1880, p. 517. 
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Convent, near Bingen. She was born in 1099 and died in 1179. Furs- 
tenberg quotes Reuss as having stated that her writings entitled 
“Physika” appeared between 1150 and 1160. 

On the other hand, an Arabian physician, Abu merwan (mezzoan ) 
Abdelmalik ben Sohr, or Zohar, is credited by Alibert, Renucci, Bazin ° 
and Cazenave and Schedel with having first called attention to dcarus. 
He passed most of his life in Spain, having been born there in 1070, but 
died in Morocco in 1162. The date of his writings on the subject is 
not definitely known. Ftirstenberg says that they were translated from 
Arabic into Hebrew, and in 1281, from Hebrew into Latin. His name 
has been subject to many different spellings, viz., Avenzoar, Abenzoar, 
Abn Zohr, Ben Sohr and Ibn Zohr, in addition to those already given. 
Although describing what would seem to be the itch mite, he did not 
indicate any connection between it and the itch which was described 
elsewhere in his writings. 

Renucci gives the following transiation of an Arabian manuscript 
in the Royal Collection at Paris, entitled “Interpretatio et rectification 
medicationis et regiminis,” by a physician Abou-mezzan Abdelmalek ben 
Zohar : 

There is something called “Soab” which bores into the body from without; 
it lives under the skin and if the skin is scratched in certain spots a tiny animal 
comes out, which is hardly visible to the naked eye. 


Lanquetin states that the itch was common in Spain and no doubt 
Avenzoar had seen the mite, which he called “Soab,” extracted. It 
would seem, in Lanquetin’s opinion, that the animal referred to was 
indeed Acarus scabiet, but Avenzoar did not regard it as the cause 
of scabies. 

Hebra doubts that Avenzoar saw <!carus. He said: 

It is very difficult to know whether by the word “Soab” he meant lice or nits 
or lice-like insects which live in the skin. In other Arabian works of that same 
period the word “Soab” is uncontestably applied to animals living between the 
hairs and transferable by combing. 


Among those authors who are credited with originally describing 
the mite, and with recognizing its real role as the cause of scabies, the 
names of Bonomo and Cestoni are prominent. As a rule, these names are 
believed to refer to two separate persons who were collaborators. 
Raspail claimed that they were the same person. He stated that 
Cestoni, a pharmacist of Livorno, Italy, in his original letter to the 
celebrated Italian naturalist, Francisco Redi, in 1687, wrote under the 
pseudonym of Giovan Cosimo Bonomo, because he feared persecution 


6. Bazin: Lecons théoriques et cliniques sur les affections cutanées parasi- 
taires, ed. 2, Paris, Delahaye, 1862, p. 249. 
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at the hands of the powerful Italian medical faculties, since his ideas 
with reference to scabies were at variance with the then prevailing 
Galenic theories of spontaneous generation. In a second letter written 
to Antonio Vallismeri in 1710, Cestoni is said to have repudiated the 
original letter to Redi and to have claimed for himself entire credit 
tor the discovery of dAcarus. Most of the authors on the subject believed 
that Bonomo and Cestoni were different persons. Among them are 
Furstenberg and Hebra, whose careful researches into the historical 
and other aspects of this question lend much weight to their views. 
Devergie agreed with the opinion of Raspail as to the unity of Bonomo 
and Cestoni. 

Hebra states that in 1689, Giovanni Cinelli Calvoli claimed to have 
seen <Icarus ten years before Cestoni. Calvoli declared that a certain 
Protasio Felice Salvetti, whom he had employed to make drawings, 
had revealed his researches to Bonome and Cestoni. Despite his claims 
to priority in the discovery of the itch mite, Calvoli, it is said, did not 
regard it as the cause of scabies. 

In his original letter, Bonomo said that Diacinto Cestoni had assured 
him that he had many times seen old women extract something on the 
point of a needle that had been introduced under the skin of children 
affected with scabies. This was best found in tiny immature vesicles. At 
first Bonomo was skeptical as to this being a living animal, but he was 


soon convinced by a series of experiments ona scabetic patient. He tells 


of looking for this tiny creature in watery pustules. His description of 
Acarus is fairly accurate, its tortoise-like contour being emphasized. 
The six-legged larvae which crawl rapidly over the skin are also men- 
tioned. Bonomo tells how Acarus bores out its gallery. Although as 
Hebra says, Bonomo and Cestoni did not discover any sexual differences 
in the itch mites, yet they were convinced that reproduction was carried 
out by the union of a male and a female. They had also seen the ova 
of Acarus. 

Despite Hebra’s eulogy of their work, Bonomo and Cestoni were 
guilty of several errors: first, in saying that Acarus is present in watery 
pustules, and second, in confusing the adult and larval forms. 

Kaposi* has credited the English naturalist, Thomas Mouffet, with 
the first exact description of Acarus (1634). 


s 


In the sixteenth century, Ambroise Paré * spoke of Acarus in these 


terms: 


The mites are little animals, always hidden under the skin, there they craw! 
and gnaw the skin, little by little, exciting a disagreeable itching. They can bh 
extracted with pins or needles. 


7. Kaposi: Pathology and Treatment of the Diseases of the Skin, Trans. by 
James C. Johnston, M. D., New York, Wm. Wood & Company, 1895, p. 651. 
8. Paré, Ambroise: Oecuvres completes, Paris, J. B. Bailliére 3:270, 1841. 
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Adams says that Cestoni first learned of the itch mite through the 
“Dictionary of the Academy of Crusea,” published in Italy in 1612. 
In that work, an unknown author is credited with having a good idea 
of Acarus and also with believing it to be the cause of the itch. 

Cestoni has been mentioned as having first called scabies a con- 
tagious disorder, but Rayer ® says that honor is due Guy de Chauliac, 
who not only called it contagious in 1498, but also named the regions 
most often attacked. Hardy credits Aristotle with having early observed 
that those who came in contact with cases of psora (an old name for 
scabies ) contracted it, while such disorders as anasarca, the fevers and 
other conditions were not communicable. 

According to Lanquetin, a French physician, P. Borel, who was 
born at Castres in 1620, first mentioned the tortoise-like shape of 
Acarus, and not Borelli, the Italian physiologist, as the translators of 
Morgagni’s works have declared. 

According to some, Julius Caesar Sealiger, in his work “De sub- 
tilitate,”’ published at Paris in 1557, showed a good knowledge of the 
itch mite, referring to its living under the skin and describing its burrow. 
Others say that he really referred to the crab louse. 

Laurentius Joubertus (1577) was not only familiar with the mite, 
but also knew how to extract it. Fallopius (1584), Rondelet (1592) 
and Vidus Vidius (1586) also knew of Acarus, but the last two con- 
fused it with Pediculi, not an uncommon error then or even later. 

Furstenberg has claimed that John Schenck, whose “Collection of 
Medical Observations” was published in 1600, was the first author to 
show that the Germans were familiar with the itch mite and knew of 
its extraction. He referred to the latter as “Seuren graben.” Two 
vears later, Felix Plater, professor at the University of Basle, called 
Acari, “Suren.” In 1618, Franciscus Joel gave to the itch mite the 
following names: Suren, Suren and Sthren. 

The work of Mercurialis, entitled “De morbis cutaneis,” appeared 
in Venice in 1601. It was the first one to be specially devoted to dis- 
eases of the skin. Mercurialis is said to have ignored lcarus as the 
cause of scabies. 

In 1630, Samuel Haffenrieffer wrote about Acarus, terming it a 
kind of pediculus. 

The opinions of others were freely quoted by Thomas Mouffet in 
his book, “Insectorum seu minimorum animalium theatrum.”” Some 
say it is lacking in originality. The author had evidently seen the itch 
mite, knew that it differed from the lice and also was aware that it 
did not live on the cutaneous surface. He mentions the various names 


9. Rayer: A Theoretical and Practical Treatise on the Disease of the Skin, 
Philadelphia, Carey and Hart, 1845, p. 136. 
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for Acaurus: in English, wheale worms; in German, Sauren; in French, 
cyrons; in Latin, pedicelli; in Basque, vasken or brigantes; and among 
the Tauri, tanneren or sciri. Furstenberg said that Mouffet was the 
first to differentiate between Pediculi and Acari. 

Hauptmann (1657) described the itch mite, giving to it the German 
name, Reitleisen. He also made the first drawing of it, a most imperfect 
one, however. 

Joseph Lorenzo, in his “Almanthea,” recognized Acarus as the 
cause of scabies. 

In 16082, Michael Ettmuller published a work that was intended 
to portray the itch mite. Opinions differ as to his accuracy; Raspail 
ridiculed his drawings, saying that they showed only tiny sebaceous 
concretions, while Ftirstenberg and Hebra said they were much better 
than Hauptmann’s. 

Carolinus Musitanus (1688) was among the first to say that carus 
was found at the end of the burrow and not in vesicular lesions. 

Another seventeenth century writer, Philip Bonani, in his work 
“De Syronibus intercutaneis,” showed a six-legged animal which was 
none other than the public louse. The tendency to confuse Acarus with 
the louse was still prevalent. 

Jacob Zchwiebe (1722), in a dissertation dealing with a_ pruritic 
exanthem due to Acari, divided scabies into two types, the dry and the 
moist. The itch mites were found to be scattered in the dry kind and 
clustered together in the moist variety. Zchwiebe, according to Furs- 
tenberg, believed that .<Jcarus was derived from sugared fruits, such as 
grapes and figs. He also believed that it reached the skin either by 
external contact, or, being swallowed with the fruit, came to life in 
the stomach and crawled from there to other parts of the body. 

In 1721, an anonymous publication appeared entitled “System of an 
English Physician on the Cause of All Sorts of Diseases With Sur- 
prising Configurations of the Different Sorts of Tiny Insects Which 
ne Sees, by Means of a Good Microscope, in the Blood and Urine of 
Different Patients by M. A. C. D.” This rare pamphlet was carefully 


gone over by Lanquetin, who found a copy in the library of Dr. Auzias 


Turenne. The author showed an accurate knowledge of <Icarus 
scabiet. 

Linné (1734), although he had probably not seen the itch mite 
other than from a study of the drawings of Cestoni and Ettmiller, had 
placed it among his class of Aptera because it did not have wings. 
Twelve years later, in the Swedish fauna, he classed it as Acarus 
humanus-subcutaneus, a variety of Acarus siro. Later in that same 
work, he termed it Acarus exulcerans, under the number 1976, In his 
“Systema entomologiae” (1775), and in “Mantissa” (1787), Linne 
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confused the itch mites with the mites found in grain and in tainted 
cheese. Adams refers to these errors as follows: 

































After this he (Linné) describes another species of acarus which he calls 
Acarus exulcerans. This is evidently the Acarus scabiei of Bonomo, Mead and 
de Geer. Probably he had never seen the true Acarus scabici and contrived this 
means of reconciling the different accounts of others. 





In the French translation of Turner's “Dermatology’,'® the anony- 
mous translator classes dAcarus as the fourth variety of louse. Refer- 
ence is made to its tiny size, its burrowing under the skin, the intense 
itching to which it gives rise, as well as the fact that it can be extracted 
by piercing the skin. Mention is also made of the fact that previous 
writers have spoken of it under the names of Acari, Cyrones and 
Pedicelli. 

In his “Medical Works” (1762), Richard Mead '! appeared to be 
familiar with the itch mite. He obtained a copy of Bonomo’s letter 
while in Italy, translated it into English and caused this translation to 

4 he inserted among the Acts of the Royal Society. I was able to study 

the book by Nils Rosen von Rosenstein (1778) on children’s diseases.'* 

That writer was also familiar with Acarus scabiet. 

Casal, in his “Natural and Medical History of the Asturias,” in 
1762, gave to Acarus the Spanish name of “Arador,” because it hollows 
out the skin. Cazenave and Schedel '* believed that this word is derived 
from the Latin “arator,” and further, that this fact tends to prove that 
the itch mite was known to the Spaniards as far back as the Roman 
occupation. They also expressed the opinion that this was indirect 
proof that the Romans themselves were familiar with Acarus. Accord- 
ing to Casal, it was not uncommon to find natives of his country who 
were dexterous at removing the mite on a needle point. 

Nysander or Nyander, in a thesis entitled “Exanthemata viva,” 
which was submitted during the time Linné was president of the jury 
before which the thesis was presented (1757), asserted that the itch mite 
should not be sought for in the pustules. One ought rather to follow 
a wrinkling of the skin which proceeds from the pustule. Acarus was 
readily removed from a tiny macule adjacent to the pustule. 

Ik. L. Geoffroy (1764), in a “History of the Insects,” differentiated 
between dcarus in human beings and mites in grain and cheese, which 











10. Turner: Traité des maladies de la peau. Traduit de I’Anglais par 
M. Barois, Paris, 1743, vol. 1, p. 314. 

11. Mead, Richard: Medical Works, 1762, p. 655. 

12. Von Rosenstein, Nils Rosen: Traité des maladies des enfans. Traduit 


= 
. 


du Suedois par le Dr. le Febvre, 1775, p. 525 








13. Cazenave and Schedel: Abrégé pratique des maladies de la peau, ed. 4, 
Paris, Labe, 1847, Pp. 177. 
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he called Acarus casei-antiqui. In his opinion, the latter was the larger 
and did not present the grayish transverse abdominal bands of the 
former. 

C. de Geer, a Swedish naturalist (1778), gave what Furstenberg has 
described as the first faithful representation of Acarus in man. 

Wichman’s booklet, “Etiology of the Itch”,'* which was printed at 
Hanover in 1786, was a most important factor in spreading the belief 
that the itch was due to Acarus. This work was not surpassed by 
those preceding it, and has been surpassed by few since that time. 
Wichman recognized the importance of the burrow, as well as of the 
tiny elevations near which the larvae were found. He also knew how 
to extract the mite on a knife or needle point. 

Philip Pinel, in his “Philosophic Nosography” (1789), is said to 
have stated that the mite was the real cause of scabies. 

Hebra has mentioned John Hunter as being among those who had 
removed slcarus. He is credited with mentioning this in his “Observa- 
tions on the Diseases of the Army in Jamaica” (1788). This fact was 
denied by the editor of Hunter’s works, who did not find such a state- 
ment in the publication. 

In an article entitled “The Itch, a Skin Disease.” which appeared in 
the Oeconomischen Encyclopadie for 1791, J. B. Krunitz stated that 
the mite could cause scabies only in those persons who were pre 
disposed to it. 

About this time Hahnemann’s teachings reached France, and they 
led many to discard Acarus and to regard scabies as due to a special 
sort of dyscrasia. This reaction went so far that Favarielle, in a 
Paris thesis on scabies in 1805, affirmed that it was produced by a 
syphilitic infection or a scorbutic infection of the humors and 
a degeneration of the transpiration. 

The year following, Latreille created the genus Sarcoptes, and he 
gave to the itch mite the name “Sarcoptes scabict,” this being derived 
from two Greek words meaning “flesh cutter.” Raspail criticized 
this cognomen as inaccurate, because, he said, the mite does not really 
cut through the skin but instead lifts it up and bores a hole into it 


Raspail suggested instead the name “F/erpidion,” meaning “a tiny insect 


which crawls under the skin,” but this was soon forgotten. 
While a resident of Madeira, \dams'* was shown by an old lady 


how to find the itch mite: 


In searching for the insect, in which was regularly instructed by the old 


lady before mentioned, the bladder (vesicle) is always passed over, if a red and, 


14. Wichmann, J. E.: Aetiologie der Kratze, Hanover, Gebrtider, Helwing, 
1786. 
5. Adams, Joseph: Observations on Morbid Poisons, Chronic and Acute 


ed. 2, London, Calow, 1807, p. 295. 
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as it appears by the microscope, a somewhat knotty line is discovered to issue 
from it; at the end of this line, which is about a quarter of an inch long, is 
found a reddish elevation, to appearance dry and firm. Under this parts of the 
itch mite are sometimes discoverable with a good glass, but whether this is the 
case or not, this is the only place in which the itch mite is expected and if not 
found here, the search is abandoned. 


Adams said that Acarus was termed “flesh worm” in Ireland and 
oucao or oucan in Madeira, these being pronounced like French vowels. 

Willan (1808) '* refers to Acarus as follows, in speaking of pru- 
rigo mitis : 

When persons affected with it neglect washing the skin, or are uncleanly in 
their apparel, the eruption grows more inveterate; and at length changing its 
form, often terminates in the itch. Pustules arise among the papules, some filled 
with lymph, others with pus: the Acarus scabict begins to breed in the furrows 
of the cuticle; and the disorder becomes contagious. 


Walz wrote a valuable book on the nature and treatment of the 
itch as it affects sheep (1809). In it he showed that the mite found in 
sheep possessed sexual differences, and that it was unlike the mite 
found in man. He was able to transmit the disorder by placing Acari 
on the skin of sheep, and the resulting symptoms are described. The 
mites in sheep were also represented in somewhat crude but nevertheless 
recognizable drawings. 

Hebra mentions Hertwig, Gurlt, Haering and Ritter as being veter- 
inarians who had also added to the knowledge of the itch in animals. 

In 1812, Gales, former pharmacist to the Hospital Saint-Louis, 
Paris, began his researches on scabies in that institution. Raspail 
quotes Alibert as having remarked in his gayer moments that when one 
of his pupils, Gales by name, was perplexed as to a suitable theme for 
his thesis, he had told him: “Write about scabies since your name 
gives you every right to do so.” That same year Gales announced his 
discovery of the itch mite, which he described in a thesis entitled, “An 
ssay on the Diagnosis of Scabies, Its Causes, ete.,”” which was pre- 
sented before the Paris Faculty of Medicine. 

Gales sought for the mite in the vesicles and pustules of scabies.'* 
llis discovery is quoted as follows by Raspail: 

| placed under the microscope, in a watch glass, a drop of distilled water, in 
which | had previously satisfied myself that there was no visible tiny animal; I 
idded to this water with the point of a lancet, the fluid expressed from a vesico- 
papular lesion of scabies, which had just been opened but I searched in vain. The 
idea then occurred to me to again place under the microscope and to reexamine 
the fluid contained in the first glass, which from the moment that I had placed 

16. Willian: On Cutaneous Diseases, London, 1808, p. 75. 

17. Galés, J. C.: Mémoire et rapports sur les fumigations sulfureuses appli- 
lees au traitement des affections cutanées et de plusieurs autres maladies, Paris, 
mprimerie royale, 1816. 
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it to one side, had been exposed to the sunlight; | was agreeably surprised to find 
a living insect which moved with agility in trying to escape from the watch 
glass. M. Patrix made a very good drawing of this on the spot. Besides warm- 
ing the fluid to 20 or 24 degrees Centigrade, another good precaution is to look 
only in the smallest vesico-papular lesions in which the serosity is the most limpid 


and which are the seat of the most itching. 


At first Galés was the subject of much praise by various learned 
bodies, particularly the Academy of Medicine and the Institute or 
Academy of Sciences. From 1812 to about 1829, his drawings were 
believed to portray the true itch mite found in man, his discovery 
having been pretty generally accepted. After a time, however, serious 
doubt became evident, since no one else, even though adhering most 
scrupulously to his directions, was able to find the elusive mite. 
Cazenave and Schedel said: 

A number of other observers having followed the directions of M. Galés, for 
finding the carus, were unable to encounter it. Among them we cite Galeoti and 
Chiarugi of Florence, Bateman in England, Biett, Mouronval and Lugol in 
France. We, ourselves, have likewise been unsuccessful. 


By some, Gales was accused of deliberate trickery, it being said 
that an accomplice placed the mite found in cheese in the solution during 
his demonstrations. Besnier and Doyon '* believed him guilty, at the 
most, of gross ignorance. Strange to say, he did not make any attempt 
to refute the many attacks against his ideas. Later, it was shown that 
the parasite found by Galés was not true Acarus scabici but the mite 
which is found in grain and in tainted cheese. He fell into the error 
of seeking the mite in vesicular and pustular lesions, as did many 
others. 

In 1818 Lamarck, in his “Natural History of the Non-Vertebrate 
Animals,” classed Acarus among Arachnida. This, he said, was not 
the genus carus of Linné and Fabricius, but a genus established by 
Latreille under the name of Sarcoptes. Lamarck did not fall in line 
with the ideas of Gales. 

On September 3, 1828, Meynier, assistant to Raspail, in a demon- 
stration held in Lugol’s clinic, showed that the Acarus of Gales was 
the mite found in grain. On October 22 and 25, the same year, Patrix, 
a friend of Gales, attempted in two seances to refute the claims of 
Raspail and Meynier that Gales was in error. During both of these 
rather widely advertised demonstrations in the surgical clinic of Dupuy 
tren at the Hotel Dieu, Patrix failed to show any Acarus. Raspail was 


present at both of them, and during the course of the last one, he 


showed the mite found in cheese and in grain. In his studies which 
18. Besnier and Doyon: Translation of the Pathology and Treatment of tli 
Diseases of the Skin, by Kaposi, ed. 2, 1891, vol. 2, p. 872. 
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led up to the refutation of Gales’ ideas, Raspail stated that he had 
examined microscopically more than 200 pustules from cases of scabies, 
without finding a mite. 

Wednesday, August 13, 1834, was a memorable day in the annals 


of the Hospital Saint-Louis. Alibert says: 

On the 13th of August, 1834, my pupil, Monsieur Francois Renucci, who was 
with me while | was busy in the dispensary, in the presence of numerous students, 
found the insect so eagerly sought for, on the hands of a young woman who was 
covered with the pustules of scabies. He at once removed it onto his fingernail 
by means of a pin and hastened to show it to me. During that same session 
Monsieur Renucci repeated his searches several times and always with the same 
success. 

Renucci tells of having seen peasant women in his native Corsica 
extract the itch mite with considerable dexterity. 

One week after his first demonstration of Acarus, Renucci repeated 
his performance in Alibert’s service in the presence of a large number 
of distinguished physicians and other scientists. On August 25, another 
demonstration was announced in the //ospital Gazette, to which Raspail 
was especially invited and during which he admitted that the mite 
shown by Renucci was true Acarus scabici. Renucci later showed 
Acarus at the Charity Hospital in the service of Rayer, at Val-de-Grace, 
at the Venereal Hospital under the patronage of Ricord and also in 
Cloquet’s wards at the Hospital of the Faculty. During these seances, 
a large number of those present were shown how to look for and 
to remove the itch mite.. 

That same year, 1834, Raspail published a “Comparative Memoir” 
on the natural history of the insect of scabies, in which he attempted 
to show that Sarcoptes was capable of giving rise to a number of serious 
disorders, even counting syphilis among them. He believed that the 
mites penetrated into the system, not only through the skin, but also 
by means of the natural orifices. 

Albin Gras published an interesting article on scabies in 1834. He 
concluded that the burrow is the only place in which Acarus should be 
sought, that the number of galleries present is not in proportion to the 
number of vesicles present, and that Scarcoptes is the sole cause of 
scabies. He attempted in vain to inoculate himself with the itch by 
using the serosity from the vesicles. When live mites were placed on 
his forearms, the disorder soon developed. 

In 1835, Renucci submitted his thesis to the Paris Faculty of Medi- 
cine. It bore the title “On the Discovery of the Insect Which Produces 
the Contagion of the Itch, Prurigo and Phlyzacia."*° This thesis was 
embellished with twelve drawings (fig. 1 and 2), showing not only 


By Alibert: Monographie des dermatoses, ed. 2, Paris, G. Bailliére, 1835, 
vol. 2, p. 552. 
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Alcarus affecting man, but also those affecting the horse, the sheep 
and the cat, as well as the mite that Galés demonstrated in cheese. 
Renucei credited his brother; Major J. D. Renucci, a surgeon in the 
French Army, with having successfully removed Acarus soon after his 


Own per fe rimance. 
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Fig. 1.—-lcearus scabiei found by M. Renucci at Paris, Aug. 13, 1839. 


lig. 2—The mite found in cheese or grain which Galés mistook for the itch 


mite found in human beings (1812). 

Stannius also found and described the itch mite in 1835, and Furs 
tenberg believed him to be the first German physician to do so in recent 
times. 


20. Renucci: Thése inaugurale sur la decouverte de Tinsecte qui produit la 


contagion de la gale, du prurigo et du phlyzacia, Paris, 1835. 
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Renucci’s advice as to finding Acarus may well be quoted from 
his thesis, of which I fortunately obtained a copy that had belonged 
to the collection of Fournier himself. Renucci says: 


Whenever these white or brownish points are visible at the end of the burrow 
they are a certain index of the presence of the Acarus. When such a point has 
been found, the epidermis is pierced with either a pin or a needle, half a line 
from the white point, towards which the pin or needle should always be directed. 
One should not pierce too deeply or the mite will be injured. The point of the 
pin or needle should be passed underneath the white point and the Acarus lifted 
up. It appears to have its head within a shell much like the tortoise. It is of 
the utmost importance to search for and locate the white point, which has not 
heen mentioned by any author. In human itch the 4carus is never found in the 


contents of the vesicles. 


Renucci’s rediscovery of Mdcarus led to its more or less general 


acceptance as the cause of scabies, although for some time certain 


persons obstinately refused to see the light. 

J. A. Leroy and Vandenhecke (1855) gave a careful description of 
the itch mite and showed that the female could not leave the burrow 
after entering it. 

Aubé (1836), in a Paris thesis, “.\ General Consideration of the 
Itch as Well as the Insect Which Produces It,” was the first to show 
that carus is nocturnal in its habits, thus explaining why contagion 
during the day is rare. He was unable to transmit the itch with fluid 
from the vesicles, and he concluded that scabies is contagious only by 
the transmission of lcarus. 

joth F. Dujardin and Deutschbein, in 1842, wrote interestingly 
about the anatomy of Acarus. 

Hebra contributed an accurate article on the itch and its parasite 
in 1844. He described the gallery in detail, and concluded that if there 
was no lcarus, there was no itch. He maintained that the disorder 
was transmitted by the scratching of the patient, thus opening up the 
hurrows and transferring the mites on the finger-nails, either to another 
person or to a different portion of his own body. Later (1868), the 
same author stated that the mite found on human beings as well as 
those found on animals all belonged to the same genus and species and 
are probably examples of the same animal. 

Nerée Got (1844) spoke of itch affecting man as well! as that 
affecting animals. He believed that man could acquire the itch from 
animals, 

In Froriep’s “Notices” for 1846, Eichstedt makes some pioneer con- 
tributions to the subject. He is said to have first described the arrange- 
ment of the ova of the mite within the gallery. This author is also 
viven credit for first showing that Acarus affecting man could cause 
itch in horses, and vice versa. 
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Kraemer *! first saw and described the male Acarus in 1845. 

W. Boeck and Danielssen, in their exhaustive treatise on leprosy 
(1848), described what has since been called “Norwegian itch,” in 
which the mites are found in the thick crusts and not in burrows. 

Piogey (1851) insisted on the tmportance of the burrow, and 
showed that dcarus could produce papular lesions on the penis which 
must be differentiated from those of syphilis. 

Bourguignon (1852) gave a most accurate description of <Acuri, 
particularly that of the male genitalia. He stated that without doubt 
the mite inoculated some sort of a morbid substance, to which he 
attributed the papular, vesicular and pustular eruptions. 

Gudden’s researches (1855) are praised by Hebra, who did not, 
however, accept his ideas in toto. Gudden stated that the eruption in 
scabies is due to a secretion released by Acari in their burrows. This 
secretion was said to possess properties resembling those of the can- 
tharides. This author also advanced the theory that the female mite 
frequently quitted her burrow, which is not in accord with the pre- 
vailing opinion. 

Among others who made valuable studies of this question at about 
that same period may be mentioned Worms, Gustave Simon, Kuchen- 
meister, Gerlach, Charles Robin, and Rudolph Bergh of Copenhagen. 

In 1857, Erasmus Wilson ** wrote: 

The proximate cause of scabies is the carus scabici. The application of one 
of these animalcules to the skin of a sound person will give rise to the disease 


Devergie ** wrote as follows, in 1857: 

This Acarus, is it the cause or the effect of the eruption? I believe that, if it 
is most often the cause as the result of a transmission, it may be solely the 
effect. 

The thesis of Eugene ‘Lanquetin*' was submitted to the Paris 
Kaculty of Medicine on April 17, 1858. It deserves to rank among the 
best contributions to the subject.  Lanquetin believed that he first 
described the male itch mite, but the claims of Kraemer to priority 


appear to be generally recognized. 
an) a S 


Raspail’s 7° contributions to the subject are taken up at length in 


his work published in 1860. 

21. Kraemer: Wer ist der Entdecker des Kratzmiibenmannehens, Virchows 
\rch. f. path. Anat. 55:330, 1872. 

22. Wilson, Erasmus: Diseases of the Skin, American Ed., Philadelphia, 
Blanchard and Lea, 1857, p. 245. 

23. Devergie: Traité pratique des maladies de la peau, ed. 2, Paris, V. Masson, 
1857, p. 587. 

24. Lanquetin, Eugéne: De la gale, Thése de Paris, 1858. 

25. Raspail, Ff. V.: Histoire naturelle de la santé et de la maladie chez les 
vegetaux et chez les animaux en général et en particulier chez homme, ed. 
Chez l'editeur des ouvrages de M. Raspail, Paris, 1860, vol. 2, p. 178. 
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Megnin,** in his complete study of Acari, differentiates them from 
the insects by the absence of wings, the presence of eight legs and the 
close union between the head and the thorax. Megnin also voiced the 


opinion that various Acari, both those found in animals and those 


found in man, belong to the same species, of which they represent 
different varieties. 

Cumston,** in 1924, credited Bonomo with discovering and _ first 
describing Acarus scabiei. In his opinion, Alibert and his eminent 
opponents would have avoided twenty-two years of labor and discus- 
sion had they known the history of cutaneous pathology. 

Georges Pernet ** has said: 

The celebrated acarologist, Oudemans of Arnheim, used to consider that 
the acari should be placed in a class by themselves, owing to the presence of the 
six-legged larval stage in their life history. According to Hansen’s latest papers, 
however, a six-legged larval stage is also present in the rare but quite typical 
Arachnida podogoma. So I am afraid that acari or mites (including the itch 
mite) must be placed with the rachnida. The terrestrial Arachnida are paleon- 
tologically older than the insects, for they are present in the Devonian strata, 
whereas no true insects are known from the Devonian period. 


Gilbert and Milian,*’ in an interesting sketch of Raspail, have 


emphasized his extensive studies of cart. 


7 West Madison Street. 

26. Megnin: Les parasites articulés chez l'homme et les animeaux utiles, ed. 2. 
Paris, Masson, 1895, p. 105. 

27. Cumston, Charles Greene: Some Remarks on the History of the Dis- 
covery of the Acarus Scabici, Brit. J. Dermat. 36:13, 1924. 

28. Pernet, Georges: Historical Notes on Scabies with Remarks on the 
Palaeontology of the Acarus, Brit. J. Dermat. 37:312, 1925. 


29. Gilbert and Milian: Raspail Médecin, Paris méd. 16:1 (Jan. 16) 1926. 











GRANULOMA COCCIDIOIDES * 


W. H. GUY, M.D 
AND 
M. JACOB, M.D. 


PITTSBURGH 


The following brief report is submitted because an apparent cure 
has been obtained in a case of coceidioidal granuloma by the combined 


use of tartar emetic intravenously and roentgen rays locally. 
On May 26, 1926, at the annual meeting of the Pittsburgh Dermato- 


logical Society we ' presented a patient with coccidioidal granuloma with 


the following history. 
REPORT OF CASE 


A man, aged 36, pricked the thumb of his right liand with a cactus thorn while 
under treatment for tuberculosis at San Diego, Calif. A few days later, an 
inflammatory swelling was noticed at the site of injury, which later softened and 
was incised, draining a moderate amount of pus. Gradually, a row of nodules 
developed to the shoulder, each undergoing a course similar to the first lesion. 
About six months later, a large, rather firm, inflammatory mass involving the 
right knee developed. This broke down, forming numerous sinuses, and three 
nodules appeared on the inner side of the thigh, proximal to the mass at the knee. 
At the time of presentation, many discharging sinuses and scars marked the 
sites of lesions, new subcutaneous nodules having been present from time to 
time. Coccidioides immitis was recovered by Dr. A. J. Bruecken, and the case 
was reported by Dr. Colwell and Dr. Bruecken before the Pittsburgh Academy 
of Medicine. 

The clinical resemblance of the condition to sporotrichosis led to the adminis- 
tration of iodides which were cautiously (on account of the coexisting tuber- 
culosis) continued, until the proper bacteriologic diagnosis was established by 
Dr. Bruecken. Also, prior to being referred to us, the patient had received 


roentgen-ray therapy to the left arm with but little benefit. 


The culture was submitted to Dr. Fred Weidman at the University 


of Pennsylvania who supplied the following notes : 


Dr. Guy's culture behaved both grossly and microscopically in the same way 
that five other strains of Coccidioides immitis have behaved in this laboratory. 
Likewise, with one exception, the appearances in guinea-pigs which have been 
inoculated intraperitoneally have been the same. The exception referred to 
occurred in the first pair of guinea-pigs inoculated, i. e., the ones inoculated most 
promptly after isolation of the culture. These pigs, injected intraperitoneally, 
exhibited the disease, naturally, most extensively over the peritoneum. The 
lesions ordinarily consist of spheroidal nodules of an opaque, creamy-white color, 

* From the Department of Dermatology, University of Pittsburgh. 

1. Guy, W. H., and Jacobs, F. M.: Granuloma Coccidioides, Arch. Derm. & 
Syph. 14:596 (Nov.) 1926. 
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projecting high above the serous surfaces or even pedunculated, and the centers 


of the larger masses are generally caseous. With Dr. Guy’s culture, the appear- 
ances were more those of the “Zuckerguss’” changes of chronic hyalo-serositis so 
well known to general pathologists. Thus, the pleura, the parietal peritoneum, 
the intestines and particularly the spleen were extensively sheathed with the 
dense, translucent, gray-white substance of hyaline degeneration. Singularly, 
the liver and kidney surfaces escaped involvement. There was some doubt indeed 
as to whether there was genuine granulomatous change in this material until 
histologic sections were examined; it was thought that the organisms may have 
perished, leaving a residuum of old hyaline fibrous tissue. 

Histologic sections, however, disclosed that granulomas were present, including 
organisms, and that the different type of lesion in Dr. Guy's case was referable 
to an unusually abundant intermixture of adult fibrous tissue. 

















Scars of healed lesions on the right arm and the right thigh. 


The interpretation of the variation from the rule cannot be made on the basis 
of peculiarity of animals, inasmuch as both of the animals inoculated showed 
precisely the same type of change. It was so distinctive and so different from 
the usual type of experimental lesion that there cannot be the slightest doubt 
that there must have been some difference in the properties in the particular 
strain of Coccidioides immitis injected. Such difference, however, was not 
reflected in either the cultures or the appearance of the organism in tissues. All 
that can be said amounts to a platitude, namely, that this particular culture was 
more subacute in its effects than usual, and did not have the capacity to provoke 
such a high grade cellular reaction. The type of reaction was that of an even 
more subacute type of pathogenic agent than what we commonly see in 
tuberculosis. 

\ttempts to repeat this phenomenon were unsuccessful, both with caseous 
material obtained directly from lesions and with material from the original 


culture. 
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THERAPEUTIC TESTS 

Twelve guinea-pigs and two rabbits were employed, but the preliminary intra- 
peritoneal injections of tartar emetic did not yield useful results on account of 
a fatal peritonitis which was induced. However, it was still possible to glean 
one or two items of information in view of the manner in which the injections 
were made. They are as follows: 

1. Two guinea-pigs inoculated at the base of the tail with a culture did not 
develop coccidioidal granuloma. In the case of the two rabbits injected in the 
ear, no lesions developed in one, and in the other a slowly developing one 
resulted which gradually regressed. It thus appears that Dr. Guy’s strain is a 
comparatively bland one locally for both guinea-pigs and rabbits; from what has 
already been recorded it appears that when freshly isolated, the strain is much 
less malignant for guinea-pigs’ peritoneum than usual. 

2. Whereas the tests of the therapeutic value of tartar emetic were inconclu- 
sive, it appears that if it has value it is not by a direct fungicidal route, but in 
conjunction with vital body processes. Thus, a series of animals was injected 
with culture which had been soaked in tartar emetic solution for 15 minutes 
(1 to 10 per cent), and yet disease developed when the material was injected 
intraperitoneally. 

The uncertainty of the developmeni, thus, of coccidioidal lesions locally with 
Dr. Guy’s strain makes it an extremely uncertain thing to estimate the value of 
tartar emetic as a therapeutic agent by experimentally testing it on animals. 
Chere is, however, a promising lead here for the study of the varying malignancy 
of strains of Coccidioides by passing it through resisting animals more closely 


related to man than the guinea-pig. 


lodides have failed therapeutically in coccidioidal granuloma 


and discouraging results in its treatment have been reported 


by many investigators using various means of _ therapeutic 


attack. For this reason, with the diagnosis of coccidioidal 
granuloma established, and having in mind the effective therapy 
of ulcerating granuloma of the pudenda, we decided to use 
tartar emetic intravenously. Concomitantly , roentgen rays were 
administered locally in half unit dosage at ten day intervals, on account 
of the granulomatous structure of the lesions. Antimony and potassium 
tartrate ina 1 per cent solution was given every other day in gradually 
ascending dosage of from 1 to 7 cc., further increase being contraindi- 
cated by disagreeable reactions. Improvement was noted after approxi 
mately six weeks, and in four months all lesions were healed and the 
treatment was discontinued. About one month later, a small subcutaneous 
nodule appeared near the healed lesion on the right knee, and the same 
treatment was again instituted. After three injections, numerous healed 
sinuses at the knee, right thigh and right arm opened and discharged 
for a period of about ten days, after which all active signs of the infec- 
tion disappeared. A small nodule appeared near the early lesion on the 
hand, and one appeared near the knee later, both of which disappeared 
after a few injections and applications of the roentgen rays. It is 
further of interest that the use of antimony potassium tartrate did not 
aggravate the tuberculous infection; in fact, the patient improved to the 
extent of being able to return to his usual vocation. 
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COMMENT 
Evaluation of this therapy is difficult because of the apparent lower 
than usual pathogenicity of the organism and the difficulties encountered 
in animal experimentation, as reported by Dr. Weidman. Further, it is 
difficult to determine the relative value of roentgen rays and antimony 


potassium tartrate, used separately or combined. Two facts bear on 


this point: First, the patient received roentgen-ray therapy prior to the 
administration of antimony potassium tartrate, without material improve- 
ment; second, during the treatment, roentgen rays were omitted on 
one lesion, with a resulting much slower resolution than that seen in the 
others. Thus, it would seem that the two procedures were complimentary. 











INOCULATION TUBERCULOSIS OF THE SKIN 
SIMULATING SPOROTRICHOSIS * 


M. S. WIEN, M.D. 
AND 
CORNBLEET, M.D 


CHICAGO 


The increased number of reports in the literature dealing with 
sporotrichosis has served to focus the attention of clinicians on the 
variety of clinical pictures produced by this disease. These articles 
have repeatedly called attention to the fact that sporotrichosis closely 
simulates tuberculosis, syphilis and a number of other cutaneous dis- 
orders, and, as a result of this, cases of sporotrichosis are being recog- 
nized with increasing frequency. The case reported here shows how 
necessary it is to employ every possible aid in confirming or eliminating 
a diagnosis of this condition. This case had all the clinical character- 
istics Of sporotrichosis, but in our attempt to confirm this diagnosis 
we found that we were dealing with a case of inoculation tuberculosis 
of spore trichoid type. 

REPORT OF CASE 


M. W., a white man, aged 44, came to the clinic in January, 1926, with lesions 
as shown in figure 1. The following history was obtained: The patient first 
noticed a small, painless swelling about the size of a pea on the dorsal surface of 
the middle phalanx of the right fifth finger in October, 1924. This appeared 
spontaneously and had been present about ten days when the finger was acci 
dentally scratched at that point while the patient was cleaning the drain pipe of 
a public urinal. Local treatment was not applied at the time, and within th 
next five days the dorsum of the hand hecame swollen, and pus formed at the 
site of the injury. Incision yielded a cream-colored pus, and the lesion drained 
protusely for six weeks. A tender nodule appeared on the dorsum of the wrist 
about a week after the injury, and an active lesion was still present. [Following 
this, in rapid succession, a series of metastatic nodules developed along the fore 
arm and arm and in the axilla, and extended across the chest wall (figs. 1 and 2) 
These metastatic lesions gradually enlarged, developing into definite abscesses in 
the course of the next four to six months. The majority of the lesions had been 
opened before the patient was seen by us and, following incision, pus had been 
obtained from all of them. 

From April to October, 1925, there was a painless swelling of the right 
forearm, with pitting on pressure. 

except for partial involution of some of the lesions and the complete involution 
with the formation of puckered scars in others, the condition had remained 


stationary for the last eight months. Two enlarged glands in the right axilla 


‘i 
25, and had been discharging pus since. A few nodules 


were incised in April, 19 


* From the service of Dr. I. IX. Senear, Department of Dermatology, Illinois 


Research and Educational Hospital. 
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also developed at this time in the right chest wall, and these discharged pus pro- 
fusely for some weeks, but during the past few months had been quiescent. 

In March, 1925, the patient bruised his left thumb with a hammer, and a 
swelling appeared, followed six weeks later by the formation of an abscess at 
the injured site. Incision revealed a thick, creamy pus, and in June, 1925, 
sequestra were removed from the thumb. The thumb had not yet healed, and at 
intervals there was a purulent discharge containing spicules of dead bone. <A 
skiagram of the left thumb showed a chronic osteomyelitis, with destruction of 
the first phalanx and some new bone formation, and periosteal new bone forma 
tion of the adjacent metacarpal. In the opinion of Dr. Edmund Andrews, both 
the clinical picture and the skiagram were distinctive of tuberculosis. 

Physical examination of the patient by Dr. I. S. Moore, of ihe 
department of medicine, did not reveal anything significant except 


evidence of an old, healed, chronic tuberculous process of the right 


Fig. 3.—Primary lesion on right little finger. 


upper lobe, which was confirmed by fluoroscopic and roentgen-ray 
examination of the chest. At no time were any signs of active tubercu 
losis noted in the pulmonary areas. 

The primary lesion described by the patient was still apparent on 
the dorsal surface of the middle phalanx of the right little finger 
as a healed nodule (fig. 3). [Extending upward along the forearm 
and upper arm was a chain of subcutaneous nodules in various stages 
of activity, all of them showing involvement of the overlying skin. The 


nodules varied in size from that of a split pea to that of a walnut ; some 


of them, in the process of involution, presented a dark brownish color 


and central scar formation, while the active lesions were purplish and 
ulcerating, and discharged a thin, serous fluid. The earliest lesion 
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presented an apple jelly color with diascopic pressure. Puckered, pig- 


mented scars marked the sites of involuted lesions. 

Although the clinical picture and history were apparently typical 
of the localized lymphangitic type of sporotrichosis, we felt that an 
inoculation tuberculosis with lymphatic extension should be excluded. 

The patient was shown at the February, 1926, meeting of the 
Chicago Dermatological Society, and the opinion was expressed that 
the case clinically appeared to be sporotrichosis. Repeated cultures 
and the reaction to complement fixation tests for sporotrichosis were 
negative. The Wassermann reaction on the blood was negative. The 
complement-fixation test for tuberculosis gave a 1 + positive reaction. 
Tubercle bacilli could not be demonstrated in biopsy specimens. Micro- 
scopic sections of a nodule taken from the extensor surface of the 
lower forearm revealed a greatly thickened stratum corneum and 
showed some areas of parakeratosis. The granular layer was thickened, 
in places showing five cell layers. The rete malpighii showed great 
acanthosis and edema. There was a moderate lymphocytic infiltration 
and a slight polymorphonuclear cell infiltration, which was somewhat 
denser toward the basal cell layer. The papillary layer was slightly 
edematous and moderately infiltrated with spindle cells, a few of which 
were star-shaped. Numerous lymphocytes were seen, especially in the 
lower portion, together with an occasional plasma and endothelial cell. 
The infiltration was irregular and most prominent around the blood 
vessels. The microscopic picture showed nothing characteristic of 
tuberculosis, and the condition was reported by the department of 
pathology as a chronic, nonspecific inflammation of the skin. Study of 
material taken from other lesions might possibly have shown definite 
tuberculous structure, but it was impossible to obtain further material 
as the patient succumbed to a generalized peritonitis following an 
acute suppurative appendicitis. 

In view of the indefinite laboratory results, potassium iodide was 
employed as a therapeutic test. When the patient returned to the clinic 
after taking ten drops three times daily for one week, we were sur- 
prised to find that nearly all the previously inactive nodules had become 
larger and more acutely inflammatory, while several had become softened, 
and fluctuation was demonstrable in the lesions. Pus obtained from 
one of the nodules, diluted with salt solution and injected intraperi- 
toneally in the guinea-pig produced the following changes, as revealed 
by postmortem examination twenty-four days later: The spleen was 
enlarged to about three times its normal size, and it was studded with 
caseous nodules. The left inguinal glands were enlarged, and caseous 
and numerous acid-fast organisms were found in direct smears made 
from them. 
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This case of inoculation tuberculosis represents an unusual type 
of cutaneous tuberculosis. The common types of inoculation tuberculosis 
are verruca necrogenica, or the postmortem wart, and _ tuberculosis 
verrucosa cutis. That the type here reported is not so rare is evi- 
denced by a report of ten cases, with a review of the literature and 
a discussion of the subject, by Stokes.1. Stokes states that “inoculation 
tuberculosis of the skin, with extension to the lymph nodes and systemic 
infection should, in theory, be possible only in infancy and early child- 
hood, before systemic infection has developed resistance.” That infec- 
tion may occur in adults who are presumably resistant is borne out 
by our case and by the report of Stokes. The mild degree of local 
reaction and the extension along the lymphatics in a more or less 
benign manner, without seriously undermining the general health of 
the patient, is characteristic of this group of cases. The close simula- 
tion to sporotrichosis in the subsequent metastatic lymphatic invasion 
in our case is a point that must be borne in mind in the differential 
diagnosis of this condition. 

The development of a tuberculous osteomyeiitis in the thumb of 
the left hand, following injury, was further evidence of decreased 
resistance in the patient. 

These patients are usually amenable to treatment, which must be 
directed at the elimination of the original focus, and at local treatment 
of the metastatic lesions, coupled with general treatment. In our case, 
irradiation of the individual lesions with quartz light and general 
tonic ultraviolet light was resorted to, and improvement in both the 
local and the general condition of the patient was noted, but his early 
death from another condition prevented further observation. 


SUM MARY 


A case of primary inoculation tuberculosis of sporotrichoid type is 


here presented. Our case showed metastatic lymphatic invasion closely 
simulating the clinical picture of sporotrichosis of the localized lymphatic 


type. 

The inconspicuous character of the primary lesion and the centering 
of the clinical manifestations of the condition about the metastatic 
lesions is also shown. 

The occurrence of a tuberculous osteomyelitis following trauma 
to another extremity is worthy of mention in our case. 


1. Stokes, J. H.: Am. J. M. Se. 169:722, 1925. 





XERODERMA AND ABNORMALITIES OF 
SKIN TEXTURE 


P. B. MUMFORD, M.D., M.R.C.P. (Lonp.) 


MANCHESTER, ENGLAND 


Many references have been made previously to the various types 
of skin and to the changes in the reaction to mechanical stimulation. A 
review of these variations, hitherto grouped under the names of “ich- 
thyosis, ichthyoid, xeroderma, etc.,” shows that there exists within 
these larger groups a number of definite types, the recognition of which 
is essential to rational treatment. The treatment should be based on the 
reaction results and on the accompanying evidence of endocrine glandular 
activity. 

A suggested list of these varying types is as follows: 

A. Congenital. 

1. A mild xeroderma, without glazing or large scales; no thickening; a mild 
“branny” desquamation after friction; with or without perspiration; 
oily secretion diminished. 

2. A true xeroderma, with glazed, dry skin and branny desquamation; no 
large scales; with or without perspiration; oily secretion diminished. 

3. A true ichthyosis with large, dry, flaking scales; hair is dry, brittle and 
thin; much desquamation of scalp; perspiration and oily secretion 
diminished. 

4. The “ichthyoid” type in which there is a general toughening and thicken- 
ing of the skin without any decrease of perspiration or oily secretion; 
of a texture described as leathery. 

5. Similar to type 4 but with diminished secretions, i.e., both xerodermatous 
and ichthyoid. 

6. A general follicular ichthyosis, with reduced perspiration and sebaceous 
activity (a widespread lichen pilaris of congenital origin). 

. Acquired. 

1. A mild xeroderma (local or general) found in association with some 
degree of hypothyroidism. 

2. Dryness and malnutrition found in age and in wasting disease. 

3. An ichthyoid skin following chronic general eczema produced directly by 
infiltration; usually localized but occasionally generalized. 


4. Localized dryness due to occupation. 


. A localized dryness due to impaired local circulation and consequent mal- 
nutrition. 
6. Lichen spinulosus. 


A. CONGENITAL CHANGES 
Of the patients in group 1, few seek advice except when they go to 
the hospital because of intercurrent disease. When questioned they 
state that their skin has always been “on the dry side” and frequently 
volunteer the statement that one parent or the other was similarly 
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affected. A routine examination of a series of persons not complaining of 
any skin disability will reveal an appreciable percentage of these per- 
sons. Inquiry will show that most of them sweat, and that in certain 
areas of skin, oily secretion is active. In some cases, however, sweat- 
ing does not occur even under severe provocation. During such a routine 
examination, a middle-aged man who had never suffered any skin dis- 
ability was exposed to dry heat rising from 100 F. to 140 F. during a 
period of thirty minutes; a slight moisture appeared on the hands and 
feet, but the body and axillae remained absolutely dry throughout. 

Skins of this class do not resist irritation as efficiently as does the 
healthy skin; they are more likely to “chap,” and to develop a mild 
squamous dermatitis from irritation, and the progress of any inter- 
current disease of the skin is less satisfactory. Where excessive sweat- 
ing occurs an eczematous condition is easily induced by the moisture. 
This commences particularly in the flexures. 

The superficial reactions to mechanical stimulation are usually 
somewhat below the average, though not markedly so. The peripheral 
flush of ‘Lewis’ spreading red tache” is often poorly developed. 

The more serious form of xeroderma is associated with some skin 
trouble sooner or later in life, and such eczema is nearly always perma- 
nent. Some improvement occurs, but there is a constant tendency for 
recurrence, and more than one or two severe attacks result in a marked 


hypersensitivity. A temporary relief, alone, can be expected. The 
onset of disease is often delayed until later in life—it may be induced 
by other causes, such as urticaria; scratching and sepsis set up an 
eczematous condition. The reactions to mechanical stimulation are much 


reduced in this group, as in the first. 

The previous remarks apply with still greater force to the third 
class; patients with severe cases, particularly those who sweat freely, 
are subject to eczematous conditions from an early age. The con- 
dition occasionally changes for the better at puberty, owing, 
perhaps, to a return to balance of endocrine activity, though the per- 
son is never entirely healthy. Some cases, however, appear to become 
more severe at this time. 

In all the foregoing groups, thyroid medication may be of value, 
but marked change cannot be expected except when there are accom- 
panying signs of thyroid deficiency and when the perspiration is much 
reduced. In many cases, thyroid treatment is worthy of trial, in the 
hope of assistance from the improvement in the superficial circulation 
and an increased metabolism in the skin. 

Persons with an ichthyoid skin, as described in the fourth group, 
may never suffer from skin disease, and intercurrent skin lesions may 
not present any alteration of characteristics. The patient is often 
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unaware that his skin differs from the average. Seborrhea, excessive 
sweating or irritation on such a skin may set up a vicious circle of irrita- 
tion, sepsis and infiltration; a chronic and intractable eczema follows. 
In patients who perspire normally, thyroid medication is not likely to 
be of value, increase of perspiration being only an aggravating factor. 

The mechanical stimulation of thickened skin develops reactions of 
great interest. A contraction of the vessels, or no reaction at all, usually 
follows a heavy stroke. The explanation of this is probably threefold: 


1. For physical reasons, the pressure exerted on vessel wall or nerve is 
diminished. 

2. Color changes are masked by the thickened skin. 

3. Dilatation is resisted by the perivascular infiltration. 


Skins of this group may be found in association with diminished 
thyroid activity, and in such, improvement can be expected a short 
time after glandular therapy. 

In the fifth group of the congenital types one finds a combination 
of the xerodermatous and ichthyoid skins. In other words, the skin 
is “leathery,” with little or no perspiration or oily secretion. Such skin 
is nearly always the site of disease at some period of life, and when 
this has commenced the prognosis is bad. Disease may be set up, or 
rather precipitated, in some instances by the onset of a thyroid defici- 
ency, or by the increase of a deficiency already present. 

Sepsis is ill resisted in all skins in which the reaction to mechanical 
stimulation is lessened, a condition which is analogous to the reduced 


, 


resistance in scar tissue. 

Lack of resistance may be the explanation of the progress and 
development of Hebra’s prurigo; children with this disease are nearly 
always undernourished and show a dry skin, with a tendency to follicu- 
lar ichthyosis. Urticaria on these skins is followed by scratching and 
this by ill resisted infection. Infiltration and further irritation results 
in the development of the prurigo. 


B. ACQUIRED CHANGES 

The typical appearance and reactions of the skin in myxedema 
have already been discussed.'. Thyroid deficiency cannot be eliminated 
as a factor in the production of the other groups of acquired xeroder- 
mas. The dry skins found in debility are like those of the mild con- 
genital xerodermas described previously, and the same description and 
treatment applies to both. In debility there is an added factor, in that 
a debilitated person is still less able to resist sepsis efficiently. In 
age a mild xeroderma is not necessarily pathologic except so far as 
age 1s regarded as pathologic. 


1. Mumford, P. B.: The Vascular System of the Skin in Health and Disease, 
Manchester, 1925. 
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There is doubt as to whether infiltration of the skin from constant 
disease can induce a general change in the thickness of the skin of the 
remainder of the body, but patients occasionally state that such change 
does occur. A probable explanation of such a statement is that a skin 
which has long been dry and slightly thickened does not attract atten- 
tion until the onset of disease. The patient then finds that skin areas 
which he knows have always been free from disease are thick, and he 
is of the opinion that disease has produced such change. 

On the other hand, in some persons, the general debilitating influ- 
ence of skin disease induces a hypothyroidism and a vicious circle is 
set up. This circle may occasionally be interrupted by thyroid medica- 
tion, and the condition relieved. 

Cases occur in which evidences of mild hypothyroidism are asso- 
ciated with ichthyoid and slightly xerodermatous skins. It is usually 
impossible to say whether this last is an acquired condition imposed on 
a congenital characteristic or whether a slowly progressive thyroid 
deficiency has induced both changes. An example of this was seen in a 
nurse who came under observation for chronic urticaria. She presented 
definite signs of thyroid deficiency, and wheals appeared under slight 
mechanical pressure stimulation. Marked progress in general and local 
condition occurred under thyroid medication; the skin became less dry, 
but even after complete cure of the urticaria some permanent thicken- 
ing remained which was too generalized to have been induced by 
scratching. 

The largest group of acquired abnormalities of the skin is that 
included under group 5, in which poor nutrition and poor reaction are 
associated with local dryness. Such condition is frequently only of a 
temporary nature, an improvement in peripheral circulation relieving 
the mild xeroderma. The dryness in these cases is merely a manifes- 
tation of decreased nutrition. 

The association of poor reaction and poor nutrition cannot be over- 
emphasized. Lichen pilaris should be included within this last group, a 
condition often found associated with pernio. Many cases show cther 
evidence of thyroid deficiency. 

In lichen spinulosus one sees a follicular hyperkeratosis and some 
general xeroderma; the origin is unknown, though marked relief is 
often experienced from the administration of thyroid extract, even 
though there may not be any signs of thyroid deficiency. 

Exposure of the arms, over many years, to an irritant may produce 
a condition of dryness and thickness. Such dryness is associated with 
diminished reactions, except when the superficial circulation has been 
kept labile by such application of occupational stimulli. 

atients with abnormalities of the acquired and congenital types 
are equally susceptible to weather changes, and a number develop 
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pernio during the winter. A possible explanation of this is found in 
the lack of diminished capacity for caliber alteration in the superficial 
vascular system. The body temperature is not as easily maintained at 
its economic level because of the absence of an efficient regulating 
mechanism. The chilblains may be brought about in this manner 
or may be due to an accompanying lack of thyroid secretion. 

The effect of temperature changes on persons of thickened and dry 
skin is variable. Those who sweat freely and who are subject to 
eczema deteriorate during the warm weather. But those who are 
free from disease state that the cold is unduly felt and that they are 
liable to “chapping”’ of the skin. 

Xerodermatous patients will frequently state that they “like a good 
scratch.” This is a direct consequence of dryness, and such scratching 


may easily be the commencement of disease. A similar general fine 
branny scaling and irritation is to be found in nearly every case of 


senile pruritus. 








FOOD ALLERGY IN HENOCH’S PURPURA * 


HARRY L. ALEXANDER, M.D. 
AND 
CHARLES H. EYERMANN, M.D. 
ST. LOUIS 


“Food allergy” is represented by a variety of clinical expressions 
which result from the ingestion of foods to which a specific hypersen- 
sitiveness exists. It includes skin lesions such as urticaria and angio- 
neurotic edema, which occur soon after the ingestion of strawberries or 
shellfish; the violent vomiting in infants taking egg for the first time, 
and the gastro-intestinal colic, with or without skin lesions, which occurs 
in certain persons following the ingestion of particular foods (‘‘ana- 
phylaxis alimentaire”). It is with the last form that this report is 
concerned. 


FOOD ALLERGY ASSOCIATED WITH URTICARIA 


Case 1.—History.—A woman, aged 35, was seen in July, 1925. Her chief com- 
plaint was abdominal pain and hives. The family history was unimportant. In 1915 
an appendectomy was performed for symptoms of the present illness. The patient 
was treated medicinally some years ago for an enlarged thyroid gland, with 
good effect. There was a definite history of vasomotor rhinitis induced par- 
ticularly by house dust, but none of asthma or pollinosis. There were no other 
significant incidents. The patient has always had “stomach trouble” manifested 
by burning in the epigastrium, regurgitation of food, abdominal pain and exces- 
sive gas. These symptoms occurred singly or together in attacks which varied 
in frequency and intensity. For the past eight years she has had hives periodi- 
cally, which were often associated with her gastro-intestina! symptoms. She has 
tried various diets and medication without relief. 

Physical Examination.—The patient was a fairly well nourished and well 
developed woman with a small frame, weighing 120 pounds (54.4Kg.). The 
temperature was normal. Pathologic observations revealed urticarial wheals 
from 1 to 4cm. in diameter, which were fairly numerous and widely distributed. 
The abdomen was moderately distended, and there was no tenderness or resis- 
tance. There were no other abnormalities. The results of the examinations of 
the blood and urine were within normal limits. Skin tests to allergens by the 
intradermal method gave no definitely positive reactions with the exception of 
a slight one to tomato. On a general diet which did not contain wheat, eggs, 
milk and tomato the urticaria and gasto-intestinal symptoms disappeared in 
one week. 

The patient was next seen the following October in the surgical service of 
St. Luke’s Hospital. At this time she was having urticaria with abdominal 
symptoms which seemed to point to a disturbance in the right upper quad 
rant, for which surgical relief was contemplated. Of importance in the interim 


* From the Department of Internal Medicine, Washington University School 
of Medicine and Barnes Hospital. 





ALEXANDER-EYERMANN—HENOCH’'S PURPURA 323 


history was the fact that during the period of recent abdominal discomfort the 
patient had been eating graham bread. 

Physical examination.—The results of examination were essentially the same 
as on the previous admission, but in addition there was slight tenderness over 
the region of the gallbladder. Roentgenograms of the gallbladder following 
the intravenous injection of 3.5 Gm. of sodium tetraiodophenolphthalein showed 
a normal shadow. The conclusions from a roentgen-ray study of the gastro- 
intestinal tract were: “gastric motor insufficiency 1°, functional; atypical small 
intestinal loops 1°, and spastic pattern somewhat suggestive of low grade peri- 
toneal irritation.” 

Treatment—In view of the inability to prove visceral organic disease, and 
the history of freedom from symptoms until graham bread had been eaten, the 
diagnosis of food allergy was considered. After the patient had become free 
from symptoms for some days, she was given two slices of whole wheat bread 
without other food. One hour later she complained of pain in the right upper 
quadrant with mild nausea. Examination of the abdomen at this time showed 
a cordlike mass which followed the course of the colon. This was tender on 
manipulation. A hypodermic injection of 0.5 cc. of epinephrine chloride solu- 
tion 1: 1000 gave relief from symptoms within five minutes. Two days later this 
procedure was repeated with the same effect, except that the administration of 
epinephrine was preceded by a hypodermic injection of sterile water which gave 
no relief. On another repetition of feeding with whole wheat bread, the 
abdominal colic was associated with urticaria. Again whole wheat bread was 
given, and when abdominal pains appeared, a barium enema was given. Fluoro- 
scopically, this revealed a spastic colon, more pronounced in the transverse and 
descending portions. A roentgenogram of this showed a colon of disharmonic 
forms, hypotonic in the cecum and ascending portions and hypertonic in the 
transverse and pelvic portions. Epinephrine chloride solution (0.5 cc.) was 
then given as before, with relief from pain within a few minutes. Fluoroscopic 
examination then revealed less spasticity of the transverse and descending colon. 
A roentgenogram confirmed this, and the picture approximated the one taken 
in the course of the routine gastro-intestinal study when no symptoms were 
presented. 


The absence of positive skin reactions to wheat and its protein deriv- 
atives in a patient sensitive to it is in keeping with clinical experience. 
This suggests that the manifestations of hypersensitiveness may be 
localized. The skin and the bronchial, intestinal and nasal mucous mem- 
branes may be involved singly or together. Coca’ has shown that 
positive skin reactions to atopens (allergens) are coincident with the 
presence of circulating bodies, “atopic reagins,”” in the blood, and that 
hypersensitiveness to foods may exist without demonstrable immuno- 
logic reactions. 

According to Coca,? the lesion of hypersensitiveness (allergy) is 
edema. There is considerable evidence that this is true. A particular 


1. Coca, A. F., and Grove, E. F.: J. Immunol. 10:445, 1925. 


2. Coca, A. F.: Relation of Atopic Hypersensitiveness to Anaphylaxis, 
Arch. Path. 1:96 (Jan.) 1926. 
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example of it was shown by Morris,* who passed a stomach tube in 
a patient with food allergy during an attack of colic. A small piece of 
mucosal tissue caught in the tip. On examination this tissue showed 
great edema of the noninflammatory type. From the case presented 
in the foregoing, however, there is visible evidence that, in addition 
to a probable mucosal swelling, smooth muscle spasm of the bowel 
occurred during the attack of colic. This has an analogy in bronchial 
asthma wherein both bronchospasm and mucosal edema probably occur. 
Duke * mentions a case of food allergy wherein gastric hyperperistalsis 
was seen during an attack of abdominal pain. 

The following cases represent probable food allergy associated with 
purpura. 

FOOD ALLERGY ASSOCIATED WITH PURPURA 

Case 2.—History—A woman, aged 32, whose chief complaint was pain in the 
abdomen, entered Barnes Hospital on Dec. 18, 1925. The patient’s mother and 
one sister had asthma; otherwise the family history was irrelevant. An operation 
had been performed twenty years previously for pain in the lower part of the 
abdomen; the patient believes that the appendix had been removed. She had 
had malaria every spring for many years. There was a history of recurrent 
hives; the last attack occurred one year before she entered the hospital. 

Present Illness —Three months previous to admission, purple spots began to 
appear all over the body, which were associated with considerable itching. 
These gradually disappeared. About one week before entrance the patient 
developed colicky pains in her abdomen, particularly on the right side. These 
recurred at intervals and were accompanied by nausea, bloating and passage 
of gas. About this time her urine became scanty and dark; later she had head- 
ache and blurred vision. There was no other significant history. 

Physical Examination.—The essential observations were as follows: Sallow 
complexion with pallor of the mucous membranes; edema over the sacrum and 
tibiae. The throat, heart and lungs were normal. The blood pressure was 
systolic 150 and diastolic 80. The abdomen was distended and everywhere tym- 
panitic, but there was no tenderness. The edge of the liver was felt 7 cm. below 
the right costal margin in the midclavicular line. The positive laboratory 
observations were: Red blood cells 3,360,000, hemoglobin 66 per cent, specific 
gravity of the urine 1,015, albumin +++-+, many red blood cells and many 
hyaline and granular casts. The stools showed marked reaction for blood. 
The amount of blood nonprotein nitrogen was 66.6 mg. per hundred cubic 
centimeters. The phenolsulphonphthalein test showed that 30 per cent of this 
salt appeared in the urine after two hours. 

Treatment.—A few days after admission, when the attacks of abdominal pain 
had persisted, a few purpuric spots appeared on the abdomen and chest. Soon 
after this, pain developed in both shoulders, the right elbow and the right knee. 
The case was considered one of purpura with visceral symptoms, of which the 
skin eruption, abdominal pain, hematuria, melena, joint pains and associated 
nephritis seemed typical. 


3. Morris, R.: Am. J. M. Sc. 128:812, 1904. 
4. Duke, W. W.: Food Allergy as a Cause of Abdominal Pain, Arch, Int. 
Med. 28:151 (Aug.) 1921. 
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The experience reported in case 1 led to the suggestion that in this patient 
the abdominal colic and skin eruption likewise may have been an expression 
of hypersensitiveness. The family history of asthma and past history of urti- 
caria strengthened this view. Skin tests to food allergens gave no reactions. 
After experimenting with diets, it was discovered that milk consistently caused 
abdominal colic. This, without other food, was given for breakfast repeatedly, 
and pain followed in about four hours. The pain was immediately relieved by 
small doses of epinephrine. The patient was placed on a milk-free diet, and 
the abdominal symptoms disappeared completely. There was no recurrence of 
purpuric spots or joint pains, and the blood in the stools disappeared. A trace 
of albumin and a few red blood cells in the urine persisted. The patient was 
discharged on Feb. 12, 1926, to a convalescent home. She was given instruc- 
tions to abstain from milk and all foods cooked with milk and to return after 
two weeks for further observation. The dietary instructions were not followed, 
and the patient took a milk-containing diet. Almost immediately there was a 
recurrence of abdominal pain and purpuric spots. On one occasion the right 
hand became swollen and itched intensely. She was readmitted to the hospital 
on March 4 and again put on a milk-free diet; this was followed by a cessation 
of abdominal pain. 

At this time gastro-intestinal studies were made with reference to the contour 
of the colon during an attack of abdominal pain. Roentgenograms were taken 
when no symptoms were present, and again when colic developed after milk was 
given. As in case 1, the smooth muscle spasm in segments of the colon during 
colic were readily seen. 


Case 3.—History.—A boy, aged 4, entered the St. Louis Children’s Hospital 
on March 6, 1926 with a complaint of blue spots, and pain in the abdomen. His 
family history was not known. The child was brought in by a social worker, 
and a past history was not obtainable. Four days before admission, the 
patient complained of abdominal pain and vomiting. The following day the 
stools appeared tarry. Two days later, blue spots appeared on the legs, and 
there was some pain in both. Further history was not obtainable. 

Physical examination.—The temperature was 101.6 F. The significant observa- 
tions were as follows: The patient was well nourished and well developed; 


he was very apprehensive when moved. Over the forearms, elbows, buttocks, 


thighs and legs were petechial spots and purpuric patches. The tonsils were 
large and cryptic, and the cervical lymph nodes were enlarged. There was some 
puffiness of both forearms and legs, with tenderness over the left calf. Labora- 
tory observations showed normal values; there was no increase in bleeding or 
coagulation time or in the platelet count. 

Treatment.—The symptoms gradually disappeared. Tonsillectomy was to have 
been performed, but the patient developed acute tonsillitis and was discharged from 
the hospital to recover. Tonsillectomy was performed four days later. One week 
thereafter he again developed severe abdominal pain and again purpuric spots 
appeared on the legs and soon on the arms also. The patient was readmitted to 
the hospital. Abdominal pain, purpura and pain in the left knee persisted at 
varying intervals for a week. He was given skin tests to food allergens, with- 
out positive reactions. An exclusion diet was planned; on withdrawing egg, the 
symptoms disappeared, and the patient was discharged. He remained well for 
two weeks. He was then given egg; joint pains and a few purpuric spots reap- 
peared within a few hours. He then left the city, and it has not been possible 


+ 


to follow him. 
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Case 4—Duke reports the following case: A woman, aged 51, complained 
of severe abdominal pain, purpura and angioneurotic edema. Her mother had 
asthma; her father and a paternal uncle and aunt had hives and angioneurotic 
edema resembling the attacks complained of by the patient. She had had asthma 
fifteen years previously. She had had “stomach trouble” all her life and was 
unable to eat rice, beef, milk or eggs without becoming violently ill. She tested 
herself under a physician’s instruction by eating a small amount of rice. In a 
few minutes she became weak, and within half an hour abdominal pain, nausea, 
vomiting and diarrhea developed. A few hours later, she had an attack of hives, 
angioneurotic edema and subcutaneous hemorrhages. The results of intracutaneous 
tests to rice and certain other foods were positive. Twenty-four hours after 
the tests were made, severe abdominal pain and angioneurotic edema developed. 


COM MENT 


These cases conform to those reported by Henoch,*® with whose 
name this type of purpura is identified, although, according to Osler," 
Willan had described the condition sixty years previously. There have 
since been many series of case reports. Osler * collected reports of twenty- 
nine cases. He laid particular stress on the association of exudative skin 
lesions—purpura, urticaria and angioneurotic edema—with the visceral 
symptoms. In his last paper (in 1914), he remarked: “Before long, 
the anaphylactic key will unlock the mystery of these cases.” Except- 
ing the frequent occurrence of urticaria and angioneurotic edema, there 
was nothing to suggest an allergic condition in his series but the 
presence of bronchial asthma in two patients. Gracie * likewise reported 
a case of Henoch’s purpura in a boy with asthma. 

There is a marked similarity in the aforementioned cases between 
the abdominal symptoms of food allergy and those of Henoch’s purpura. 
This may be explained by the presence of at least one common lesion— 
spasm of portions of the gastro-intestinal musculature. Not only is this 
shown in the roentgenograms, but in Henoch’s purpura it has been 
observed repeatedly at operation when laparotomy was performed because 
of mistaken diagnosis. On some of these occasions edema of the intes- 
tinal mucosa has been noted also, which conforms to Morris’ observa- 
tion of an edematous gastric mucous membrane during an attack of 
food allergy. So far as the visceral symptoms of Henoch’s purpura are 
concerned, the aforementioned cases present both etiologic and patho- 
logic factors identical to those of food allergy. This is confirmatory of 
Osler’s suggestion that his visceral erythema, of which Henoch’s pur- 
pura is representative, may be an anaphylactic manifestation. 


5. Henoch, W.: Berl. klin. Wehnschr. 5:517, 1868; Ibid. 12:641, 1874. 

6. Osler, W.: Am. J. M. Sc. 110:628, 1895. 

7. Osler, W.: Am. J. M. Sc. 110:628, 1895; Ibid. 127:1, 1904; Brit. M. J 
1: 517, 1914. 

8. Gracie, J.: Practitioner. 113:419, 1924. 
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The skin lesions in Henoch’s purpura may vary with subsequent 
attacks. There may be none; or purpura, urticaria and angioneurotic 
edema may occur. The last mentioned two disturbances are common to 
various types of food allergy also, and may be the only expressions of its 
occurrence. Purpura, on the other hand, is not a common allergic 
sign. Glanzmann ® was one of the first to propose that most purpuras 
are of infectious origin, and hence are expressions of anaphylaxis. 
This was refuted by Pfaundler and von Seht’*® and also by Hannus 
and Weiss"! on the grounds of insufficient evidence that infection 
implies anaphylaxis. The latter authors believe, however, that there is 
a type of purpura which is anaphylactic in origin, and which corresponds 
to the cases here reported. They also cite instances of purpura following 
the administration of horse serum, and point to the similarity between 
some of the symptoms of serum sickness, which is related to anaphylaxis, 
and Henoch’s purpura—the exanthems, joint manifestations, fever, 
leukopenia, albuminuria and edema. They likewise speak of instances of 
purpura and gastro-intestinal colic occurring with serum sickness. 

The few cases of Henoch’s purpura here reported are the only 
ones found in which attention has been paid to intolerance of food as 
an etiologic agent. The similarity of many of the factors related to 
both Henoch’s purpura and food allergy are so striking that identity 
in their origin may be reasonably inferred. Of particular importance in 
each are the following: a history of previous allergic symptoms, the 
incrimination of particular foods as the cause of attacks, the identity 
of the skin lesions, the similar expressions of recurrent abdominal pain 
and, finally, the identification of the same gastro-intestinal lesions in 
each. 

Pains in the joints and involvement of the kidney are not usually 
seen in food allergy, although they occur in serum sickness. Turnbull 
reported four cases of arthritis in allergic patients with positive skin 
reactions to particular foods, and the disappearance of symptoms on 
removal of these allergens. 

The suggestion here made, from the data presented that Henoch’s 
purpura is an expression of food allergy, is based on too few cases to 
be substantial, and demands further confirmation. Its importance, how- 
ever, may be reflected in the fact that two patients apparently became 
free from symptoms on withdrawal of offending foods. 


9. Glanzmann, E.: Jahrb. f. Kinderh. 91:391, 1920. 

10. Pfaundler, M., and von Seht, L.: Ztschr. f. Kinderh. 19:225, 1919. 
11. Hannus, A., and Weiss, E.: Rev. de méd. 40:105, 1923. 

12. Turnbull, J. A.: Boston M. & S. J. 191:438, 1924. 

















News and Comment 


New Center for Treatment and Teaching of Skin Diseases.—The New York 
Post-Graduate Medical School and Hospital announces that its clinic for skin 
diseases has been reorganized and newly equipped and was opened on June 15. 
The clinic, consisting of eighteen rooms, has facilities for roentgen-ray, radium, 


ultraviolet, infraroentgen (grenz) ray and carbon dioxide therapy, operating 
rooms for skin surgery and laboratories for microscopic diagnosis and research. 
Several rooms are set aside for the treatment of syphilis in all its stages. 

The personnel and piant are adequate for the care of 100,000 dermatologic 
cases a year, including hospitalization when necessary. Many members of the 
staff will constantly be engaged in research work. 

The director of the department is Prof. George Miller MacKee. The 
staff of forty members includes Professors Fred Wise and I. Rosen; Assistant 
Professors Joseph Jordan Eller, Max Scheer, D. L. Satenstein and E. William 
Abramowitz; Clinical Professors Dudley D. Stetson and Ray S. Nelson, and 
Clinical Assistants Miles Standish, Van Alstyne Cornell, E. C. Jagle, John H. 
Harris, George Lewis, E. Von Bose, B. M. James, M. Ramirez, Gustav Bucky, 
Joseph Morse, Charles Lerner, S. Monash, D. Ballin, M. J. Strauss, D. F 
Maurillo, Charles Sims, B. Norton, M. Lyons and Nelson P. Anderson. The 
remainder of the staff consists of trained technicians. 


Resident to Be Appointed at University of Virginia Hospital—The position 
of resident in the department of syphilology and dermatology of the University 
of Virginia Hospital is to be filled on October 1. This department is closely 
related to the department of internal medicine, and the position carries with 
it certain duties in that department, which fact increases its training value. The 
appointee also acts as an assistant resident physician. The remuneration is 


room, board and $50 a month. 












Abstracts from Current Literature 


XANTHOMA DraReTICORUM: AN UNusuat Process or INvo_ution. E. Go.p- 
STEIN and Jonun Harris, Am. J. M. Sc. 173:195 (Feb.) 1927. 


In this typical case of xanthoma diabeticorum it was noted that the miliary 
palmar lesions involuted first, disappearing completely; the larger lenticular 
lesions on the elbows left pigmentary deposits, while those on the legs and 
thigh degenerated with a resulting extensive scar formation. Some of the 
lesions of the skin had begun to resolve before any reduction was observed 
in the glycosuria or blood sugar, and the relation between the blood cholesterol 
and changes in the lesions of the skin was not that which had been reported 
by other writers. 


THe Errect oF BISMUTH ALONE AND IN COMBINATION WITH THE ARSENO- 
BENZENES ON THE WASSERMANN Reaction. Carrot, S. Wricut, Am. J. 
M. Sc. 173:232 (Feb.) 1927. 


In this report of 160 cases, bismuth was used intramuscularly following 
courses of treatment with neoarsphenamine, or in combination with neoarsphen- 
amine — one injection of each drug every week. When the Wassermann reaction 
was negative at the start of bismuth therapy, it did not become positive later; 
in the 102 cases in which the reaction was positive, there were 52 negative 
reactions after an average number of 15 injections of bismuth; in 10 of these 
cases (latent and tertiary) the reaction became positive again. This method 
of using bismuth and neoarsphenamine was considered highly satisfactory in 
early and latent cases of syphilis. In secondary syphilis, the lesions dis- 
appeared rapidly and the Wassermann reaction on the blood became negative 
in an average of six weeks and remained so. 


STuDIES IN URTICARIA: 1. WHEAL PropucTION THROUGH INTERNAL CHANNELS. 
A. WaALzER and M. Watzer, Am. J. M. Sc. 173:279 (Feb.) 1927. 


A new method of producing a wheal is described, consisting of: (1) the 
withdrawal of blood from a patient known to be hypersensitive to a certain 
food, the blood to be centrifugalized and defibrinated; (2) the intradermal injec- 
tion of 0.05 to 0.02 cc. with proper controls, in the subject to be tested; (3) the 
ingestion of the offending food, preferably raw, after a fast of several hours. 

Within from three minutes to two hours the typical wheal appears only 
at the sensitized site, and there may be a lapse of days or weeks between the 
time of local sensitization and the ingestion of the food. The reaction is 
harmless, the only disadvantage being the difficulty of finding the proper serum 
for the test. 


STUDIES ON LEUKEMIA: I. CONCERNING THE FRAGILITY OF THE WuiITE BLoop 
Cetts. Paut Szicarp, Am. J. M. Sc. 173:243 (March) 1927. II. Concern- 
ING THE ACTION OF THE ROENTGEN Rays. Ibid., p. 348. 


In these experiments with the serums and white blood cells of normal and 
leukemic persons, both before and after irradiation, Szilard came to the con- 
clusion that no specific leukolysin or autolysin was produced in the leukemic 
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organism by the roentgen ray. He showed, however, that the low resistance of 
the leukemic white blood cells was definitely lowered still further by the 
roentgen rays and believed that the cell destruction was connected with the 
direct action of the rays. 


THE NATURE AND DISTRIBUTION OF THE LESIONS IN SyYPHILITIC AorTITIS. 
W. W. Waite, Am. J. M. Sc. 173:357 (March) 1927. 


In thirty-three postmortem cases of syphilitic aortitis it was found that 
syphilis may attack the aorta either locally or generally, the ascending portion 
usually being most affected, the process being a necrosis due to periarteritis 
and obliterating endarteritis of the vasa vasorum. The lesion may exist as 
a serpiginous ulcer, causing aneurysms and vegetative growths on the intima, 
and is usually located in the first portion of the aorta. 


THE OcCURRENCE OF LEUKOPENIA IN HopGKIN’s DISEASE, LYMPHOGRANULOMA. 
H. R. Mitier, Am. J. M. Sc. 173:490 (March) 1927. 


A definite conclusion was not reached as to the source of the depletion of 
the white cells in the circulating blood in lymphogranuloma, though several 
theories have been advanced, viz., toxemia, excessive roentgen-ray treatment, 
lymphogranulomatous infiltration replacing erythroblastic tissue and arsenic 
therapy. Miller states that it is not known how, or if, the lymphogranuloma 
process alone is responsible for the blood changes observed during the course 
of the disease. 


HopGKIN’s DISEASE OF THE SKIN AND Mucous MEMBRANES. RENE BINE, Am. 
J. M. Se. 173:503 (April) 1927. 


The early cutaneous manifestations in the case reported were small, raised, 
firm, rounded, nodular lesions the size of a nickel, nonpruritic, located on the 
back and were not accompanied by blood changes or other symptoms of Hodg- 
kin’s disease. Other similar lesions developed from time to time, disappeared 
and recurred. Later, lesions developed in the mouth, producing perforation of 
the palate. A diffuse general eruption appeared about three weeks before 
death, which supervened about nine months after the appearance of the first 
dermal lesions. Emphasis is laid on frequent examinations of the blood as 
the blood picture may change rapidly at times. 


THE INTRADERMAL SALT SOLUTION TEST IN SCARLET FEVER. BEATRICE R. Lovett, 
Am. J. M. Se. 173:539 (April) 1927. 


The time of disappearance of the wheals in sixty patients with scarlet 
fever was recorded when an intradermal injection of 0.2 cc. sterile salt solu- 
tion (0.8 per cent) was used. Considering sixty minutes a normal time for 
disappearance, it was found that the time in which the wheals disappeared 
was shorter in most patients, the reduction in time being roughly proportionate 
to the degree of toxemia and the height of the temperature. 


GENERAL Paresis. A Ciinico-PATHOLOGIC StupDY WITH ESPECIAL REFERENCE TO 
THE SIGNIFICANCE OF THE SO-CALLED TyPICAL LABORATORY FINDINGS. N. W. 
WINKELMAN and GeorGe Witson, Am. J. M. Sc. 178:712 (May) 1927. 


In this analysis of sixty-seven cases, it was found that patients with general 
paralysis who are not treated will show syphilitic evidence in the blood and 
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spinal fluid, while patients whose condition is diagnosed general paralysis who 


are not treated generally have some other disease unless there is strong labora- 
tory confirmation. It may be proved that some patients do not have general 
paralysis, although there may be mental changes and paralytic evidence in the 
blood and spinal fluid which is not supported by microscopic examination of 
the brain, these microscopic evidences rarely showing in brains which show 
gross hemorrhage, thrombosis or gumma. Incipient general paralysis should 
not be diagnosed without mental symptoms even though laboratory evidence 
may be strongly positive. 


A Stupy or Itt Errects rrom LuMBAR PUNCTURE, WITH REPORT OF A Post- 
Puncture Fatatity. L. M. Wieper, Am. J. M. Sc. 173:854 (June) 1927. 


Wieder reviews the literature on the ill effects of lumbar puncture and 
reports a fatal case in which there was syphilitic involvement of the central 
nervous system with a thymicolymphatic constitution. 

In 27,000 punctures two fatalities occurred, the case reported being accom- 
panied by enormous postpuncture leakage of the spinal fluid. 


JAMIESON, Detroit. 


CauSE OF GROWTH OF SARCOIDS OR Ort Tumors. M. T. Burrows and L. H. 
Jorstap, J. A. M. A. 88:1460 (May 7) 1927. 


The authors relate the history of a patient who had several small oil tumors 
which increased in size and became inflamed when she was placed on a diet 
poor in vitamin A. When a high vitamin A diet was substituted, the tumors 
returned to a quiescent state. Burrows and Jorstad consider this instance 
as a clinical confirmation of their animal investigations which have shown that 
cancer and precancerous conditions develop in tissues poor in vitamin A, and 
that the vitamin content of the diet plays an active role in the development 
and progress of malignant tumors. 


HE SIGNIFICANCE OF THE KAHN Test. J. E. Wacker, J. A. M. A. 88:1469 
(May 7) 1927. 


The author has compared the Wassermann reaction (Craig method, slightly 
modified) with the original Kahn test. He believes that the stronger the 
Kahn test, the greater is the probability of syphilis; but as the method is an 
empiric one, it is never absolutely diagnostic. The function of the Kahn test 
is to indicate the existence of unsuspected syphilis and to add confirmatory 
evidence to previous diagnosis or suspicions of syphilis. Preference is given 
to the Kahn test on account of its technical simplicity and greater promise of 
uniformity. 


THE INCIDENCE OF CANCER IN Fiviprnos. E. B. Vepper, J. A. M. A. 88:1627 
(May 21) 1927. 

Vedder examined 10,000 necropsy records from the Philippine Medical 
School, and found that the real cancer rate for Filipinos is not any lower than 
the cancer rate in the registration area of the United States. He believes that 
the assumption that cancer is preeminently a disease of civilization is unten- 


able 
ible. MicHaeEL, Houston, Texas. 
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Loca IMMUNITY IN EXPERIMENTAL ErysrpecaAs. H. L. Amoss and E. 
Buiss, J. Exper. Med. 45:411 (March) 1927. 


The injection of living streptococci into the skin of rabbits produced a local 


immunity to subsequent injections to the same, or similar strains of the same 
organism. Continued injections caused a more widespread immunity in the 
skin accompanied by a general immunity. The areas ventral to the areas of 
inoculation became more resistant than the dorsal, anterior or posterior areas 


EtioLoGy or OroyaA Fever: VI. PatHoLtocicaAL CHANGES OBSERVED IN ANIMALS 
EXPERIMENTALLY INFECTED WITH BARTONELLA BACILLIFORMIS. THE Dts- 
TRIBUTION OF THE PARASITES IN THE Tissues. N. NoGucut, J. Exper. Med. 
45:437 (March) 1927. VII. THe Response oF THE SKIN OF Macacus 
RHESUS AND ANTHROPOID APES TO [INOCULATION WITH BARTONELLA BACILLI- 
FORMIS. Ibid., p. 455. 


In monkeys infected with Bartonella bacilliformis the lesions found on 
autopsy were similar to those found in persons dying of Oroya fever. In one 
monkey, small, verruga-like nodules were found in the lungs and spleen, and 
the organism was found microscopically in all tissues showing histologic 
changes. The organism seemed to persist the longest in the lymphatic glands 
Lesions were not produced after contact of the infected material with intact 
skin, although on scarified skin, inoculation often occurred, and intradermal! 
injection was almost always successful. 


EXPERIMENTS ON THE PRODUCTION OF WASSERMANN REAGINS BY MEANS OF 
TRYPANOSOMES. K. LANDSTEINER and J. VAN Der Scueer, J. Exper. Med. 
45:465 (March) 1927. 


After rabbits had been injected with dead trypanosomes, it was found that 
the organisms were highly active reagins and were sufficient in themselves 
to produce a strongly positive Wassermann reaction. It was thought probable 
that the antigenic activity of the organisms or their products plays a part in 
the production of the Wassermann reagins in infections with spirochetes and 
trypanosomes. 


INFLUENCE OF LIGHT ON THE GROWTH AND MALIGNANCY OF A TRANSPLANTED 
NEOPLASM OF THE RaAspit. L. Pearce and C. M. Van AtLeN, J. Exper 
Med. 45:483 (March) 1927. 


The level of malignancy was found to be low in animals kept under the 
influence of constant light; in those kept in constant darkness the malignancy 
level was somewhat higher, but was lower than in the control animals which 
were kept in ordinary indoor daylight. 


Tue INFLUENCE OF LIGHT ON THE REACTION TO INFECTION IN EXPERIMENTAL 
SypHitis. Wane H. Brown and L. Pearce, J. Exper. Med. 45:497 (March) 
1927. 


Rabbits were inoculated with Spirochaeta pallida in three environments: 
(1) diffuse sunlight through window glass, (2) constant exposure to artificial 
light (Cooper-Hewitt) and (3) complete absence of light. Each condition 
produced a distinct effect tending to conform to the nature of the environment, 
and the efficiency of the reaction to the infection increased with the amount 
and constancy of the exposure to light. 
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THe PRropuCTION OF PurPURA BY DeRIVATIVES OF PNEUMococcus III: FurTHER 
STUDIES ON THE NATURE OF THE PuRPURA-PropUCING PRINCIPLE. L. A. 
JULIANELLE and H. A. Retmmann, J. Exper. Med. 45:609 (April) 1927. 


This purpura-producing principle of pneumococcus was found not to stimulate 
antibodies and does not exist preformed in the cell, but is rather an autolytic 


derivative. 


STUDIES ON THE PHYSICAL AND CHEMICAL PROPERTIES OF THE VIRUS OF Foot 
AND Moutu Disease: I. Description oF THE STRAIN OF Virus USED. 
TITRATION AND CENTRIFUGATION EXPERIMENTS. Peter K. Otitsky and 
Louis Bo&z, J. Exper. Med. 45:673 (April) 1927. II. CATAPHORESIS AND 
TitrRaATION. Ibid., p. 685. 


Guinea-pigs were found to be particularly susceptible to the virus used, being 
easily inoculated in various ways. The virus was found to be active in 
1: 10,000,000 dilution and was not sedimented by centrifugalization. 

With cataphoresis it was found that the virus carried an electropositive 
charge, this being confirmed by filtration experiments which also showed the 
minuteness of the virus. 


ETIoLoGY OF OroyaA Fever: VIII. ExpertMents on Cross-IMMUNITY BETWEEN 
OroyA FEVER AND VERRUGA PeruANA. H. NoGucut, J. Exper. Med. 45:781 
(May) 1927. 


Ten animals which had recovered from Oroya fever due to inoculation with 
Bartonella bacillaformis showed complete immunity to the verruga strain of 
the same organism, thus establishing the identity of the two strains. 


STUDIES ON THE PHYSICAL AND CHEMICAL PROPERTIES OF THE VIRUS OF FootT- 
AND-MoutH DitskAse: III. Resistance To CHEMICALS. P. K. OLitsky and 
L. Boz, J. Exper. Med. 45:833 (May) 1927. 


This virus was found to be resistant to alcohol, ether, chloroform, phenol, 
mercuric bichloride and cresol due to coagulation of the proteins of the medium 
carrying the virus. If coagulation is prevented, the virus is easily destroyed, 
sodium hydrate in 1 to 2 per cent solution being an effective virucide even 
when the virus is mixed with urine, manure or garden soil. 

In cultivation experiments, no multiplication of the virus in vitro was 
observed. 


VARICELLA IN MonkKEYs. NucLeAR INCLUSIONS PropUCED BY VARICELLA VIRUS 
IN TESTICLES OF Monkeys. T. M. Rivers, J. Exper. Med. 45:961 (June) 
1927. 


The eosin-staining nuclear inclusions found in monkeys’ testicles in these 
experiments are believed to be the only definite recorded proof that experi- 
mental animals are susceptible to the action of varicella virus and were found 
to be specifically associated with such virus. tea . 

: Jamieson, Detroit. 
INTOLERANCE TO SUGAR AS A FACTOR IN THE PropuUCTION oF SOME DERMATOSES. 
G. G. Camppett and J. F. Burcess, Brit. J. Dermat. 39:187 (May) 1927. 
The authors present a summary of their observations on thirty-one cases 


of dermatitis in which the patients showed intolerance to sugar on examination. 
They feel that a temporary rise in blood sugar occurring in those patients 
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who exhibit intolerance to sugar is concerned in the production of lesions of 
the skin, mainly of the dermatitis type. Carbohydrate restriction may bring 
about a cure of these lesions when other methods have failed. The sugar 
intolerance includes two separate factors, either an inability of the organism 
to deal with more than the minimum amount of carbohydrate in the diet 
without raising the blood sugar above normal, or a delay in the assimilation 
of the sugar. The cases reported are divisible into two groups: those occurring 
during pregnancy and a larger group in adults who had passed the age of 50. 
High sugar content of the sweat was the actual cause, in the authors’ opinion, 
in those cases limited to the axillae and about the genitals. 


A Case or EPITHELIOMA ApENOIDES CysticuM (Brooke). N. Paut and K. 
InGus, Brit. J. Dermat. 39:195 (May) 1927. 


The authors report a case in a woman, aged 31, who first presented lesions 
on the face at 2 years of age. A detailed pathologic report by Inglis accom- 
panies the article, with a review of the reports of Perry and Doble, and 
Savatard. Three photomicrographs and a photograph of the patient accompany 
the article. 


SCLERODERMA AND SypHILIs. E. Murray-WIt, Brit. J. Dermat. 39:201 (May) 
1927. 

A case of scleroderma in a Jewess, aged 27, is presented. The Wassermann 
reaction was positive, and the patient improved markedly under antisyphilitic 
treatment, while other forms of treatment failed. The author thinks it more 
than probable that syphilis was the underlying cause of the condition. He 
presents a detailed survey of the literature, not to discredit the endocrine origin 
of scleroderma, but to demonstrate that there is a proportion of cases due to 
syphilis. lf the endocrine causation of scleroderma is accepted, syphilis of 
the endocrine system may be a reasonable explanation. Wien, Chicago. 


Leprosy. Proc. Roy. Soc. Mep. 20:987 (April) 1927. 


A special supplement comprising 127 pages is devoted to papers and dis- 
cussion on the treatment of leprosy in the sections on tropical diseases and 
parasitology, dermatology and therapeutics and pharmacology. 

Dr. J. M. H. MacLeod pointed out that an estimation of the value of treat- 
ment in leprosy is fraught with difficulties, owing to the uncertainty of the 
incubation period, its self-curative tendency, the seemingly spontaneous periods 
of quiescence and activity apart from treatment, the influence on the course oi 
the disease of season and climate and the inability to cultivate the bacillus 
or to discover a lower animal susceptible to it. Treatment should comprise 
general tonic and supportive, local and so-called specific measures; the latter 
were viewed with some skepticism by Dr. MacLeod, and he accorded early 
diagnosis and general treatment first place. 

Dr. J. H. Sequeira asked that protein shock be given careful consideration 
as the real cause of the beneficial results of a number of the so-called cures. 
Dr. George Pernet thought that chaulmoogra oil was the best remedy. Dr. 
G. C. Low was favorably impressed with results obtained with chaulmoogra 
oil pointing out that persistence was required, and that results were obtained 
with difficulty or not at all in cases of long standing. Dr. T. A. Henry dis- 
cussed the chemistry of drugs used in leprosy, particularly chaulmoogric and 
hydnocarpic acids. He felt that the useful acids should be in liquid or nearly 
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liquid form at body temperature, and thus indicated the advisability of a 
mixture of chaulmoogra and hydnocarpus oil esters in olive oil. 

Dr. E. Muir said that he thought it was necessary to emphasize that there 
is no specific drug for leprosy, i.e., there is no specific drug in the sense in 
which antimony is a specific for kala-azar, or quinine for estivo-autumnal 


malaria. It may also be clearly stated, however, that there is a line of treat- 
ment which will cause the permanent disappearance of all active signs of the 
disease in its early stages, so that the patient is cured for all practical pur- 
poses, though there is always the possibility of a relapse if a marked reduction 


in his general health occurs later. It may be confidently asserted that if 
leprosy and tuberculosis are compared stage by stage, the former is the more 
remediable of the two diseases. Leprosy can almost always be diagnosed 
with ease from the clinical signs long before bacilli can be found in the 
lesions. Pulmonary tuberculosis can also be diagnosed in its earliest stage 
before bacilli can be found; but, speaking generally, the prognosis in an 
early case of leprosy is more favorable than that in the corresponding case 
of tuberculosis. In addition to general measures, hydnocarpus oil was used 
intramuscularly, and intravenously continued from six months to two years 
after all active signs of disease had disappeared. Among other causes of 
therapeutic failure, it was noted that untreated accompanying syphilis was 
frequently seen. Numerous illustrative case reports and sixteen photographs 
accompanied the article. 

Dr. Isabelle Kerr reported some excellent results with the use of oils of 
the chaulmoogra series. 

Dr. H. W. Wade and Dr. C. B. Lara concluded: To compare the totals, 
eighty-eight patients who had been discharged between 1913 and 1921 with 
684 discharged between 1922 to 1926, would not be a valid measure of the 
greater effectiveness of the newer preparations, for treatment is now much 
more extensive and intensive than in the past, and the former figure includes 
only patients who were discharged after a two year negative period, “parole” 
not being granted at that time. However, from the results of direct com- 
parative trials, both at San Lazaro and at Culion, it has been shown that 
the ethyl esters can be employed more effectively than the Mercado mixture. 
For, while the action of each of these preparations depends on the same active 
principles, a given dose of the former is much smaller in bulk, less irritating 
locally, and is more readily absorbed than an equivalent dose of the oil mix- 
ture, as shown both by clinical observation and by experimentation. The 
present view is that for work on a large scale the modern methods of treat- 
ment are decidedly superior to the older ones, and that they seem to be 
particularly effective in early cases. Though they are admittedly much less 
effective in well established advanced cases, the results obtained in the Philip- 
pines during the last few years show that a not inconsiderable proportion of 
such cases (probably 15 to 20 per cent) can apparently be cured if treated 
intensively under proper conditions. This is a noteworthy advance, however 
discouraging to any one treating any particular small group of unselected 
patients. In view of the impressive total, which the patients discharged in 
1926 will bring to 800 or more, one cannot deny the relative effectiveness of 
the present treatment or its absolute value in cases in which it is properly 
administered. It would be as correct to deny the value of surgical interven- 
tion in cancer. In leprosy as in cancer, emphasis must be laid on treating 
the patient early. It is from this point of view that treatment is now revolu- 
tionizing antileprosy campaigns. 
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Dr. Robert Cochrane, who had seen 10,000 cases of leprosy, said that his 
experience was in agreement with that of Dr. Muir. Dr. E. A. O. Travers, 
in charge of a leprosy asylum having an average of 400 patients, obtained 
results closely agreeing with those at the institution at Culion and those of 
Sir Leonard Rogers by the use of the whole chaulmoogra nut combined with 
cannabis indicis. Dr. Hasson felt that results obtained with vaccines were 
not due to protein shock but were rather a specific response. Dr. F. Hall 
spoke in confirmation of Dr. MacLeod’s remarks. 

Sir Leonard Rogers, indicated that discouraging results were obtained 
by European physicians because the patients they were called on to treat 
came from endemic areas and had residual resistant leprosy. He deprecated 
the value of Dr. Hanson’s vaccine. He felt that the best method of admin- 
istration was the intravenous use of a 1 per cent solution of the sodium salts 
of the less irritating lower melting point fatty acids of Hydnocarpus wightiana 
oil. The following table of cases in which the patients were treated with 
injections of chaulmoogra oil derivatives was presented. 


Remarks 


per Cent 


Much Improved, 
per Cent 


Not Improved 


Apparently 
Cured 
Improved, 


Cases 


Manila........ . W. Wade. [1921-5 (2,990) cacee ecco cece coco C108 Gomt to Cullen.) Aver- 
age duration, 2.65 years 

Culion |C. B. Lara... (1921-6 6,000 62: 5c cee ceee «eee (Average duration, 8 years) 

J}. 8. Report. 1920-4 3¢ f 31.47 .... .... «+. Paroled, only 13 relapsedt 


. : - : 203 3 2 ree ... Cases treated, 3 mos. or More 
Calcutta....... E. Muir oe) a ot Lies case eee Cases treated, 6 mos. or more 
; ; 3.0 638 per cent became uninfee- 
Dichpali....... I. Kerr tive , 
. Diseharged, improved 
Japan K. Shiga 
i ee ae , 29.6 Duration, 1 to 3 years 
Siam O’Brien...... 2 yrs. = on 23.4 28.2 Duration, + 3 years 


New Caledonia Genevray.... 48.6 90 per cent improved. After 
18 mos. only 5 relapsed 


a R. W. Wilson 


2.0 Na hydnocarpate intraven- 


Caleutta....... L. Rogers.... 1915-19 
ously 


Guy, Pittsburgh. 


ARSPHENAMINE Stomatitis. G. Avite, Arch. ital. di dermat. e sifil. 2:185 
(Dec.) 1926. 
The author reports a case of acute inflammation of the mucous membrane 
of the mouth and peridental abscesses with final necrosis, in a patient being 
treated with arsphenamine. A mild dermatitis was also present. 


LicHEN PLaANusS oF THE Mucous MEMBRANES. L. MArpELLI, Gior. ital. di 
dermat. e sifil. 68:48 (Feb.) 1927. 
The author reports two cases of lichen planus of the mucous membranes 
in the absence of cutaneous lesions. In the first case the mucous membrane 
of the tongue and cheeks was affected; in the second case it was the glans 
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penis and the prepuce. The Brocq-Bizzo zero sign was present in both cases: 
under pressure and rubbing with the end of a glass rod, bloody serum exuded 
and collected under the superficial epithelial layers. This sign is much more 
apparent when the lesions of the skin are gently scraped with the skin curet. 


SprROCHETA PALLIDA IN THE SPINAL FLuip oF SyPpuHiLitic PATIENTs. G. 
ArMuzzl, Gior. ital. di dermat. e sifil. 68:72 (Feb.) 1927. 


One hundred and fifty spinal fluids from patients in different stages of 
syphilis were examined by the author. Spirochetae pallidae were found in 
eight cases. Three of these were cases of early syphilis, four were cases of 
general paralysis and one was a case of cerebrospinal syphilis. Details 
the technic are given. 


AcuTE MANIFESTATIONS OF Leprosy. F. P. BArcerRA and A. PENA, Rev. med. 
Latino-Amer. 12:773 (March) 1927. 


Leprosy is a chronic disorder with occasional acute exacerbations. During 
the acute stages, macular leprosy may change into a nodular type, and vice 
versa. After an acute attack of leprosy the patient usually improves, but at 
times the attacks are so close together and so malignant that the patient 
gradually wastes away. 

The acute attack of leprosy is clearly the organic reaction against the 
specific bacilli, and during its acme the patient eliminates enormous quantities 
of bacilli. At this stage the disease is extremely contagious, and these patients 
must be strictly isolated. 

Patients who are able to withstand-acute attacks of leprosy improve more 
quickly and better under treatment with chaulmoogra oil, and may finally 


be cured. : 
Parpo-CAstTELLo, Havana. 


TREATMENT OF AcID AND ALKALI Burns. E. C. Davinson, Ann. Surg. 85:481 
(April) 1927. 


Experiments made by Davidson indicate that the treatment of acid and alkali 
burns by washing the burnt area thoroughly with plain water is superior to neutrali- 
zation. When treatment by neutralization is employed, it should be used only after 
the maximal amount of the caustic has been removed by thorough washing. 


> 


LEUKEMOID BLoop Picture 1N Sypuitis. R. C. LARRABEE, and N. Swer, Boston 
M. & S. J. 196:730 (May 5) 1927. 


A case of syphilis with a leukemoid blood picture is reported by Larrabee and 
Sidel. On admission it was considered as a probable myelogenous leukemia, but 
the roentgen ray and Wassermann reports led to the correct diagnosis. Intensive 
antisyphilitic therapy was instituted and recovery resulted. This report is addi- 
tional evidence showing that a leukemoid blood picture does not necessarily mean 
true leukemia. 


HerepiItary Wootty Nevus or Scatp. F. Wise, M. J. & Rec. 125:545 (April 20) 


1927. 


Wise reports two instances of a congenital anomaly of the scalp hair of two 
unrelated children. In the first case, a child of Jewish parentage and a native of 
New York, there was an associated nevus pigmentosus linearis of the neck and 
arm; in the second, a child born in Syria and of Syrian parentage, the birthmark 
was confined to the hair. In neither case was there any sign of pigmentation (or 
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depigmentation) of the scalp from which sprang the anomalous growth of hair 
The scalps in both children appeared to be entirely normal. In the first case, the 
right parietal and entire occipital portions of the scalp were covered by a dens« 
growth, over a uniform area, of fine, golden brown, extremely soft and silky 
hair, which, to the stroking hand, imparted a distinctly “woolly” sensation. Thx 
margins of the area covered by abnormal hair were rather sharply defined, but 
blended with the margins of the adjacent normal hair without showing lines of 
demarcation; nor was there a gradual admixture of normal and abnormal hair at 
the borders of the affected areas. In the area of the birthmark there were no 
normal hairs. The scalp itself was entirely normal. The back of the neck, a little 
to the right of the midline, and extending from the hairline down to the first dorsal 
vertebra, was the seat of a slightly roughened, dark brown, striated, linear, pig- 
mentary nevus, appearing in the form of three parallel narrow bands. On the 
right elbow and wrist there were several similar formations, with faint evidences 
of connecting linear bands between the lesions on the neck and wrist. The upper 
portion of the pigmented striae blended with the hair nevus at the nape of the 
neck. In the second case, the entire top of the scalp, from the frontal hair line 
to the back of the scalp and extending down the back of the scalp to a line approxi- 
mately at the level of the tops of the ears, and the parietal portions of the head, 
presented a heavy growth of light brown, soft, kinky, fine textured hair of a 
decidedly woolly feel. There was a sharp line of demarcation between the normal 
hair and the birthmark hair, and there was no blending of the two. The scalp 
appeared normal. 


ACUTE MANIFESTATIONS OF Leprosy. F. pe P. Barrera, and A. PENa, Rev. méd. 
Latino-Americana 12:773 (March) 1927. 


Among the 6,500 lepers isolated in government leprosariums in Columbia, Barrera 
and Pefia have seen, as a regular phenomenon, the acute attacks on the chronic 
soil of leprosy which McDonald calls “leprous fever.” These flare-ups may 
change the tubercular type into the maculo-anesthetic, or vice versa. On recover- 
ing, the patient may show remarkable improvement; however, if the attacks are 
severe and close together, the resultant weakening may darken the prognosis. These 
acute attacks are a defense reaction. Between the inflammatory nodule and the 
chronic tubercle, there are anatomic differences. During the attacks, the Bacillus 
leprae exhibits signs of degeneration. From a preventive standpoint, it must be 
kept in mind that the patients disseminate bacilli in much greater quantities during 
such flare-ups. No treatment has proved successful against this “fever.” As soon 
as the attack subsides, the chaulmoogra oil treatment must be renewed. 


TUBERCULIN IN THE TREATMENT OF LeEpRosy. S. pE Novaes E SILva, Rev. med.- 
chirurg. do Brazil 35:83 (March) 1927. 


Novaes tried the effect of tuberculin in three lepers, one of each type. The 
patients in the skin and anesthetic cases reacted well, but the latter more slowly. 
The therapeutic result was almost nil in the nervous case. Tuberculin does not 
cause violent reactions if its use is carefully controlled. It stops the nasal dis- 
charge, thus decreasing the danger of contagion. 


SKIN DISEASES AS SEQUELAE OF INSUFFICIENT MENSTRUATION. F. KLopsTock, 
Klin. Wchnschr. 6:685 (April 9) 1927. 


Aschner reiterates his opinion that menstruation is an important excretory 
phenomenon. When it is delayed or insufficient, as was the case in about 1!) 
per cent of his patients, numerous disturbances follow. He deals here with the 
inflammatory tendency of the skin under these conditions. Venesection, saline 
purgatives and emmenagogues brought about improvement in most of the cases. 





Society Transactions 


NEW ENGLAND DERMATOLOGICAL SOCIETY 
Regular Meeting, Feb. 9, 1927 
C. Morton SmitH, M.D., Presiding 


VERRUCA PLANA JUVENILIS. Presented by Dr. GrEEN Woop. 

A boy, aged 10, presented an eruption of one year’s duration on his face. 
A great profusion of flat and filiform warts was present, especially on the chin 
and the forehead, with several lesions on the lips, mucous membranes and on 
the edge of the nares. He was shown in order to get suggestions for treatment. 


DISCUSSION 

Dr. SmitH: I think Dr. Sutton’s method is worth trying. It is not a 
strenuous treatment. I think only one injection of sulpharsphenamine was given 
intramuscularly, 0.4 Gm. for an averaged-sized man. 

Dr. AprpEL: I have had experience with several cases of this kind with the 
roentgen ray. I have referred the patients to a roentgenologist, and the results 
have been interesting. I have checked up on several cases. The first case 
in which the roentgen ray was used was that of a young boy who had warts 
over the face and both forearms. At the first treatment only one forearm was 
exposed, and by the time he was ready for the next treatment, all the warts 
had disappeared. In the second case we tried the same method of exposing 
only one part of the body, and the same thing happened —the warts disappeared 
from the other areas. I have had experience with perhaps six or seven cases. 
The dose was from one-half to one-quarter skin unit. 

Dr. LEE: Homeopathic physicians use Thuja tincture taken both internally 
and externally, apparently with success. Sulphur has also been used. 

Dr. Ortver: I think the lesions disappear under treatment with magnesium 
sulphate, 10 or 15 grains (0.64 or 0.97 Gm.) three times a day. I had several 
cases one summer, and about 50 per cent of the warts disappeared in about 
three weeks after beginning the use of magnesium sulphate. Since then I 
have had several private patients that have also done well under this treatment. 
One had at least 100 warts on the face and hands. Within two weeks they 
began to disappear, and in three weeks they were entirely gone. I stopped all 
treatment entirely for about three months, and the warts began to come back, 
not in the same places, but entirely new warts. I then began treatment again, 
and the second crop disappeared. The treatment was continued about a month 
longer, and the warts never came back. 

kk. LANE: Since Dr. Sutton’s original statement in regard to sulpharsphen- 
amine, there has been one report of entirely negative results, reporting several 
cases in which the warts were not affected. 

Dr. Ottver: I remember we saw warts disappear in cases of syphilis when 
arsphenamine was given. It did not always eradicate the warts, and I do 
not believe that sulpharsphenamine will always be effective. 
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TRICHOTILLOMANIA. Presented by Dr. OLIver. 


The mother of this patient, a boy, aged 3, born in Boston, had noticed that 
ever since he had been able to use his hands he had pulled out his hair. The 
scalp showed numerous areas, especially on the occiput and laterally near the 
ears, with a definite thinning of the hair, but the scalp itself was normal. The 
face somewhat suggested the Mongolian idiot type, but the child seemed quite 
bright, although mischievous. 

DISCUSSION 

Dr. Ortver: Cases of this type are rare. I have suggested that shaving 

the head for three months would probably break the habit. 


3ROMODERMA. Presented by Dr. OLIver. 


A boy, aged 14, presented a lesion on the posterior part of the right lower 
leg of six weeks’ duration. He had been under treatment in the department 
of neurology for epilepsy and had been taking a bromide for several months. 
There was a brawny, purplish area, about 3 by 2 inches, with some swelling 
of the whole leg. This area was elevated, with a hard, sharply outlined border 
and slight scaling, with a few crusts scattered over the surface. 


DISCUSSION 

Dr. TowLe: Lesions of this type and size are extraordinary looking. As | 

looked at it, I first thought it was psoriasis; but when I had a good view of 

the eruption of that large lesion it seemed to me characteristic of the bromide 

eruptions. It is not often that one sees them so large, and fortunately this 

type is not so common as the others, in view of the great prevalence of the 
administration of bromides. 


Dr. BoarpMAN: Has the patient had any treatment with sodium chloride? 
We had a similar case at the City Hospital in a man who had taken small 
doses of iodide and had similar lesions on his face. It was surprising to see 
how much more quickly than usual the lesions cleared up with the injections of 
sodium chloride. In a couple of weeks they were practically all gone. We gave 


him the drug intravenously every day or two for a week or ten days. The 
difference in a week was marked, and in two weeks the eruption was practically 
gone. 


Dr. Smitu: I remember an epileptic patient who had a functional distur- 
bance and was given a bromide. She became pregnant, and in the early months 
developed an extensive eruption. The neurologists maintained that the bromide 
did not cause it, because she had taken the drug for years, but apparently the 
upset in her elimination during pregnancy was sufficient to produce the eruption 


Dr. TowLe: There is an interference with elimination in all of these cases, 
which usually disturbs the renal function. 


Dr. BLatspeLL: I should like to report the case of a baby 7 months old 
Six weeks ago the child developed an eruption on the face which spread to 
the scalp. At the fourth week, an enlarged gland on the side of the child’s 
neck was opened by a physician and drained. Two weeks ago, an active, 
granulomatous eruption appeared on the lower legs, on the hands and on the 
face, one lesion on the lower leg being as large as the one shown by the boy 
presented by Dr. Oliver. Three days before the child had begun to have hemor- 
rhages of fresh blood from the nose, mouth and anus and from all the lesions 
of the skin. It was a nursing child and had no history of being given any 
medicine, and the mother had taken no medicine. The child was brought to 
the hospital at 4 o’clock and died before midnight. An aunt came in with th 
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child and gave a history which proved that it was a hemorrhagic eruption 
caused by iodine. Before the physician opened the gland in the neck, some 
member of the family had painted the neck with tincture of iodine, so-called 
“baby iodine,” whatever that may be, and packed the neck in cloths, and I 
think undoubtedly that that was the source of the eruption. 


EpITHELIOMA (?). Presented by Dr. GrEENWwoop. 


For a year and a half prior to presentation, the patient, a woman, aged 30, 
had had a lesion on the forehead which started as a pimple following a scratch 
with a comb. There were no subjective symptoms. She showed an irregular, 
ulcerative lesion on the left side of the forehead. There was no pearly border, 
and little infiltration. The ulceration was superficial and was partly covered 
with crusts. 

DISCUSSION 

Dr. Oriver: I thought the condition was xanthoma. The scales looked 
unlike it, because they came off almost like laminated scales. When these were 
removed, I thought the lesion looked like xanthoma. 

Dr. GREENWoop: When first seen, it did not look particularly like epithelioma. 
The duration of the lesion was suggestive. It has changed in the last three 
or four days, while a simple paste treatment has been used. The lesion opened 
when it was rubbed. The condition did not resemble xanthoma when I first 
saw it; it does look more like it now, however. 

Dr. Swartz: The question of Bowen’s disease was brought up at the clinic 
as a possibility. The border seems slightly elevated and suggests epithelioma. 


StaPpHyLoccocic INFECTION. Presented by Dr. LANE. 


A boy, aged 12, had become ill fifteen months before presentation with a “sore” 
on his left foot. Since then lesions had appeared on all parts of the body except the 
face. While some were healing, others were appearing elsewhere. The patient 
was in the hospital during March, 1926, and improved somewhat, but on the 


whole his course had been discouraging. He had been at the Massachusetts 
General Hospital for nearly three months and had many more lesions than 
at admission. The family history and past history were essentially negative. 
The patient lived in the country, and there had been no exposure to tuberculosis 
that could be ascertained. He showed numerous pustular lesions scattered over 
the body, some healing and others apparently developing. The temperature 
and pulse were slightly elevated. Examination of the blood showed white 
blood corpuscles from 14,000 to 16,000. A smear was negative. A roentgenogram 
of the chest showed no evidence of tuberculosis. A biopsy showed chronic 
inflammation, not tuberculosis. Reaction to a test with tuberculin in a dilution 
of 1: 1000, was negative. Guinea-pig inoculation was negative for tuberculosis. 
Fungi were not seen in smears of pus. Fungi were not seen in cultures of 
pus, but Staphylococcus aureus and Streptococcus hemolyticus were present. For 
treatment he had had roentgen ray, ultraviolet light and numerous local anti- 
septics, with discouraging results. 
DISCUSSION 

Dr. TowLe: Before a diagnosis of staphylococcic infection is made, I should 
consider first a drug eruption. I do not know the conditions under which 
these cultures were made, but I doubt whether they are conclusive. In other 
words, as in that case of bromide eruption, it is easy for such an eruption 
to become secondarily infected and cause the little necrotic pits, as in this boy. 
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Then, too, it looked tuberculous. In certain lesions there was actual destruc- 
tion of the tissue. Sporotrichosis should also be considered. I am unable to 
make a positive diagnosis. 

Dr. Ottver: The primary lesion seems to develop as a small pustule that 
breaks down; the top comes off, leaving a shallow ulcer. These run together 
until finally a good-sized superficial ulceration is formed. Then it starts to 
heal. This patient was much worse while taking small doses of iodine. Some 
of the primary lesions have been cultured, but I have never found anything 
except Staphylococcus aureus and Streptococcus hemolyticus. Biopsies have not 
helped in making a diagnosis. The patient is now improving rapidly. I think 
the iodine we gave him is now out of his system. Local applications of Dakin’s 
ointment are now being used. 

Dr. LANE: I saw this patient when he first came to the hospital. At one 
time he had on his wrist what I thought might be a primary lesion consisting 
of perfectly typical small bullae. At that time, with the lesions on his arms, 
on his ankles, on his elbows, on his hands and back, I was wondering whether 
he had epidermolysis bullosa, but he had no other lesions. Blastomycosis was 
considered, and many smears were made, but blastomyces were not found either 
in the fresh or in the stained smear. He had considerable potassium iodide, 
and that was stopped because it was disturbing his stomach. We shifted to 
sodium iodide, and the lesions became distinctly worse; so we had to give it up. 
He had roentgen-ray treatments of some of the lesions, which were not of much 
benefit. Under the Dakin’s ointment, he has made more improvement than 
he has made for some weeks before. 

Dr. Swartz: The biopsy showed abscesses of the multiple type, and we 
hunted for blastomyces without being able to find them. Typical tuberculous 
abscesses were never found in the biopsy. 


Eczema. Presented by Dr. OLIver. 

The patient was a woman, aged 36, married, a native of Italy. For the 
past three years she had had an eruption rather sharply limited to the backs 
of her hands. She showed brownish red, slightly scaly areas with some crusting. 
When the eruption was most severe, she complained of pain in the stomach, 
with occasional diarrhea. The reason for showing this patient was because 
of the similarity of her condition to pellagra. The definite demarcation of 
the lesions on the hands accompanied by pain in the stomach and occasional 
diarrhea raises the question of pellagra. I think it is a case of eczema, though 
the patient should be under observation for some months. 


Psoriasis. Presented by Dr. OLIver. 

A girl, aged 18, married, for the past nine years had had an extensive 
typical eruption cf psoriasis. It was planned to treat this patient with a basic 
bismuth tartrate preparation, according to directions given by Versari in a 
paper written in May, 1926, and to present her later to show the results of 


this treatment. 


LicHEN PLaNus ArropHicus (?). Presented by Dr. LANE. 


A boy, aged 17, born in Massachusetts, for the year prior to presentation, 
had had an area of redness the size of a twenty-five cent piece at the left 
angle of the jaw. This had persisted and was perhaps more _ brownish 
than at first. Some time later he had a “sty” on the left upper eyelid, and 
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following this another area involving the left eyebrow appeared. He occa- 
sionally felt a little itching, but distinct symptoms were not present. The areas 
had not extended. He had come for treatment for the first time that morn- 
ing. The atrophy and scarring on the left side of the face with the rather 
purplish color of both lesions were rather striking. The lesion in the eyebrow 
showed the typical striae of lichen planus. 


Lupus EryTHEMATOSUS. Presented by Dr. Ltoyp. 


The patient, a man, aged 63, a carpenter, gave no history except that the 
lower lip had begun to crack eight years before, and that later the skin had 
peeled off the whole lip. This process was repeated many times, and about two 
months before, the lip had commenced to swell. Silver nitrate had been applied 
to it. He showed a crusted and cicatricial lesion of the lower lip. The outline 
was serpiginous, and on the right side showed depression with definite scarring. 
The left side had a thick adherent dark crust without marked induration. The 
right side was rough, showing a suggestion of enlarged follicular openings. 
There were no glands in the neck. 


DISCUSSION 

Dr. CASSELBERRY: I understand the report on his blood test was negative. 
Incidentally, he denied any knowledge of infection, although he followed the 
sea as a sailor for a time thirty years ago. There is nothing significant in 
his family history. I think the condition is lupus erythematosus. 

Dr. SmitH: It seems to me that lupus erythematosus would explain the 
present condition, but would not account for the serpiginous cicatricial tissue 
on the lower lip. It seems probable that at one time he may have had a 
definitely syphilitic ulceration that would account for the cicatricial tissue. I 
think that while it may not be malignant at present, there is a possibility that 
lupus erythematosus accounts for that much infiltrated and much crusted left 
half of his lip. 

Dr. CHEEVER: I feel that there is no one diagnosis that can cover the 
whole thing. It looked to me as if there had been a syphilitic process there 
some time ago. I do not see how the lupus erythematosus and the crusting 
can be linked together. 


Sarcomw. Presented by Dr. OLIver. 


A man, aged 65, born in Italy, for twelve years had had a condition on 
the hands which began with a small lump on his little finger. The lump was 
excised, and ever since, the condition had gradually spread. At presentation 
he showed areas of small nodules over the dorsal surface of his hands and 
the anterior surfaces of his forearms, which were of a deep violaceous hue. 
These nodules were in groups on his forearm, firm, not tender and apparently 
in the skin. 


KeLoms (?). Presented by Dr. CHEEVER. 


A girl, aged 18, presented several small, pigmented nodules, some on the 
right forearm, right lower leg, one on each hip and two on the left foot. These 
had begun about ten years before, but she had had no treatment until recently. 


DISCUSSION 
Dr. BoaRDMAN: The patient said that one of the nodules was tender. This 
fact would fit in with a diagnosis of Von Recklinghausen’s disease. 
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PEMPHIGUS FoLiAceus. Presented by Dr. Swartz. 


A woman, aged 45, was presented for suggestions for treatment. For the 
past four years she had had a periodic appearance of vesicles and bullae fol- 
lowed by desquamation. At the beginning of each flare-up, the itching was 
troublesome. There were no other symptoms. Her entire body showed a 
marked exfoliation, with superficial fissures and occasiona! slight oozing. She 
had had two injections of serum on the theory that pemphigus is due to an 
organism. It was thought that it would be worth while to take serum from 
a person who had been continuously exposed and inject it into her as an 
experiment. She had had two intravenous injections of 10 cc. each of her 
husband’s serum, without change. If any benefit is derived, it will be reported 
later. 


PityRIASIS RupraA PiLaris. Presented by Dr. BoarpMAN. 


A Jewish girl, aged 18, for seven weeks prior to presentation had had lesions 
which started on the palms of her hands, spreading rather quickly to the soles 
of her feet and to various parts of the body and limbs. Subjective symptoms 
were: itching, stiffness of joints and severe constipation. The lesions were 
sharply outlined, much thickened, dark red and covered with adherent scales, 
the latter being lamellar on palms and soles. There were fissures in the folds, 
with exaggeration of the normal lines of the skin. Plaques are fairly sym- 
metrical on both arms, in the folds of the elbows and also on the extensor 
surfaces. Similar plaques were found on the legs, and large ones appeared 
on the body, front and back and on the face. Results of the laboratory exami- 
nations were as follows: urine, normal; blood, hemoglobin 80 per cent; white 
blood corpuscles, 6,800; differential count showed: polymorphonuclear leuko- 
cytes 66, lymphocytes 30, eosinophils 2, monocytes, 2; basal metabolism, —22 
to —13. For treatment she had had general exposure to the Quartz lamp, 
salicylic acid and ammoniated mercury applied locally and rest in bed. Under 
treatment the lesions on the hands had become slightly softer, but new lesions 
had appeared, especially over the right buttock. 


DISCUSSION 

Dr. Swartz: I wonder how much of the condition of the palms and soles 
is due to epidermophytosis and how much to pityriasis. When I first saw the 
patient, the skin on both palms and soles showed typical epidermophytosis. 

Dr. TowLeE: Would you explain the whole eruption on the grounds of 
epidermophytosis ? 

Dr. Swartz: No. 

Dr. Oxrtver: The palms and soles are perfectly characteristic of pityriasis 
rubra pilaris. You would not expect to see in epidermophytosis such heavy 
scaling as appears on the palms and soles. 

Dr. Cueever: I did not see anything that could not be explained by 
pityriasis rubra pilaris. 

Dr. Burns: I have nothing to add, but I should like to voice my interest 
in having seen the case. I thought it was a clearly typical one. The primary 
follicular lesions appeared almost everywhere, and they could be seen cursorily 
even over the dorsal surfaces of the fingers, and particularly in the conglomerate 
tissues and in the keratotic scales. I am very much obliged to Dr. Boardman 
for bringing in this patient. We see those cases so seldom that it is well to 


have a chance to see and discuss them in order to keep them in mind. 1 
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also had in mind and wondered just in passing what became of the old disease 
originally labeled lichen rubra. At one time the battle raged hot and high 
in Vienna over the difference in diagnosis of these two diseases. 

Dr. GREENWoop: I wonder whether there is not a bare possibility that this 
disease is epidermophytosis. 

Dr. BOARDMAN: An interesting part of the clinical history of this case is 
a severe constipation. Not knowing anything about the etiology, I wondered 
if that might have something to do with it. Croton oil seems to be the only 
effective remedy to make the bowels move. Biopsy will be made later. 


Watter T. GarrFieLp, M.D., Secretary. 


MANHATTAN DERMATOLOGICAL SOCIETY 
Regular Meeting, Feb. 14, 1927 
JosepH J. Extter, M.D., Chairman 


Lupus ERYTHEMATOSUS TREATED WITH GOLD. Presented by Dr. OULMANN. 


A man, aged 35, had had an eruption of about five years’ duration. There 
had been a thick, infiltrated, scaly patch on the nose and cheeks, which resembled 
in shape the body of a butterfly. Follicular plugs were present throughout 
the lesion. The patient had received twelve injections of a gold compound, 
beginning with 1 mg. and increasing to 1 decigram. They were given at first 
every five days, then twice weekly. Each injection was followed by a temporary 
local and general reaction. When the patient was presented, the eruption had 
almost entirely disappeared. 


Lupus ErYTHEMATOSUS AND EPITHELIOMA. Presented by Dr. Rosen. 


A woman, aged 31, a Russian by birth, developed a scaly lesion on one 
cheek about eleven years previously. This persisted, and resisted all treatments. 
A similar lesion involved the other side of the face. After a while the eruption 
covered the entire face, extending toward the ears and scalp. All types of 
treatment were instituted without definite improvement, except in one or two 
areas. 

About two years previously the patient had received injections of tuberculin 
twice weekly for about eight months. Following the fourth or fifth injection a 
severe local reaction occurred in the involved area. The affected areas became 
edematous, and large vesicles and bullae appeared on the surface. This acute 
reaction finally subsided after a few weeks without definite improvement of 
the condition. 

When presented, there was a widespread discoid lupus erythematosus of the 
face and a crusted, infiltrated area the size of a quarter in the lupus on the 
left cheek. 

DISCUSSION 

Dr. ScHeer: May I suggest that the crusts be removed in order that we 

see what is underneath? I think it is not possible to say now whether 


is an epithelioma except by removal of these crusts and examination of 


lesion underneath them. 
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Dr. Pottitzer: I agree with Dr. Scheer. Inspection alone, without careful! 
palpation and removal of the crusts to see whether there is any vegetating 
tissue underneath, makes it impossible to establish a definite clinical diagnosis. 
I would call this a keratosis until a more thorough examination has been mack 

Dr. Wise: The patient is exhibited on account of the lesion on the cheek, 
but chiefly so that the lupus erythematosus may be observed before treatment 
with the gold preparation is instituted, and a later comparison be made. 

Dr. MacKee: I think that the important question is to decide on a diag- 
nosis of epithelioma and to discuss proper treatment for the epithelioma rather 
than treatment for the lupus. 

Dr. Pottitzer: I should not make a diagnosis of epithelioma. I do not 
know what may be under these crusts, but no evidence has been presented to 
justify a diagnosis of epithelioma. 

Dr. GoLpDENBERG: Did I understand Dr. MacKee to say that if this were 
an epithelioma he would not treat it with gold compound? 


Dr. MacKee: The epithelioma, if present, should be treated as such. The 
presence of epithelioma does not in my mind contraindicate the use of the gold 


treatment for lupus erythematosus. 

Dr. Rosen: This patient presented herself at the outpatient department of 
Mount Sinai Hospital about two weeks ago. The clinical picture was that of 
a typical lupus erythematosus of the discoid variety. The complication that 
interested me at the time, and for which the patient was presented, was the 
development of an ulcer on the site of an active lesion. This ulceration was 
about the size of a quarter, covered with thick crusts, firmly adherent, which 
on removal, exposed a granulating ulcer with hypertrophic edge, clinically 
suggestive of a squamous cell epithelioma. A microscopic examination is to be 
made from a section of the ulceration. The patient will also receive gold 
thiosulphate and will be shown again before this section after a course has 
been administered. 

Dr. MacKee: When an epithelioma develops subsequent to lupus erythema- 
tosus, it is usually of the squamous cell type. However, it is likely to be a 
slow growing tumor because it develops in dense, sclerotic, highly resistant 
tissue. As this patient has not had roentgen-ray treatment, it would seem 
permissible to try one intensive dose of either radium or the roentgen rays 
If excision by knife or surgical diathermy is attempted, care must be taken to 
remove the entire tumor at one time, because, if this is not done, the cells 
are permitted to invade tissue that is not sclerotic. The disease is transferred 
from a relatively benign condition to a highly malignant and rapidly growing 
epithelioma with early metastasis. 


DERMATITIS VENENATA (?). Presented by Dr. ELter. 


A woman, aged 26, presented a diffuse, erythemato-papulovesicular eruption 
on the cheeks, chin and sides of the neck, which had been present for three 
and a half months. The eyelids and nose had never been involved. There was 
slight edema of the skin below the chin and neck. The patient had received 
soothing lotions and salves, also one quarter unit doses of the roentgen ray 
weekly for five weeks, according to the MacKee standard, without any change 
in the appearance of the eruption. There had never been any subjective symp 
toms. As the condition had not responded to the treatment, the patient was 
presented for suggestions as to diagnosis and therapy. The patient gave a 
history of having had a slight erythematous eruption on the cheeks two years 
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previously, which disappeared shortly without treatment. For five years the 
patient had had an area of necrosis, the size of a quarter, on one of the tarsal 
bones of the left foot, which lesion followed an injury from a blow. 


DISCUSSION 

Dr. MacKee: The patient has received treatment that would probably have 
effected recovery if the case were one of dermatitis venenata. I suggest the 
possibility of seborrhea congestiva or beginning lupus erythematosus. 

Dr. WALHAUSER: I am inclined to regard this case as a hypersensitive 
inflammatory reaction on the part of the vessels of the skin to any form of 
irritation. These patients are generally in the class designated as neurotic. 
In a similar case to the one here presented, after trying many soothing applica- 
tions over a period of years, I finally advised a mild aqueous solution of zinc 
sulphate and discontinued all greasy applications. This seemed to control the 
condition, although recurrences followed from time to time, but were milder 
in character. 

Dr. Pottitzer: The question here is whether the condition is really derma- 
titis venenata. I doubt it. I think the eruption lacks the ear-marks of an 
inflammation of external origin. I think it is a toxic process of internal origin. 
As to the possibility of its being tuberculous or a tuberculotoxic process, I 
think that must be admitted. 

I suggest that nothing but dusting powders be used locally until a thorough 
exploration discloses the possible focus of the trouble. The lesion of the bone 
in the foot might yield an organism from which a vaccine may be prepared. 


Dr. Levin: I had a patient who had the same sort of lesions as this patient 


presents, and I discovered that she had been in the habit of touching areas of 
the skin, for instance, on the face, neck and back of the ears with perfume. 
The lesions produced were persistent, circumscribed, elevated, dark red, scaly 
patches. The condition was persistent and recurrent, and did not respond to 
roentgen-ray therapy. I believe the case presented also is that of dermatitis 
venenata and is probably due to some chemical applications to the skin. 


Dr. GoLpDENBERG: During the time that this patient was under observation, 
was she ever bandaged or the face covered in any way? If this is known we 
might exclude the possibility of external irritation. I had two similar cases 
under observation for a long period, viz., an acute dermatitis which promptly 
yielded to the application of a bland ointment during repeated hospitalizations, 
and relapsed as soon as the patients returned home. The cause was found in 
paint and wall paper. With the change of residence the relapses stopped. 


LicHEN PLanus (?). Presented by Dr. E ter. 


M. G., a woman, aged 39, American, a housewife, was treated with 
arsenic for pulmonary tuberculosis in childhood, and frequently since that time 
had taken arsenic in tonics whenever she did not fell well. For the eight 
months previous to presentation the patient had had a pruritic eruption which 
was symmetrically distributed, beginning on the lower part of the back and 
spreading beneath the breasts, on the sides of the trunk and in both groins. 
The eruption on the back showed typical lichen planus papules, and all areas 
were accompanied by intense hyperpigmentation, characteristic of lichen planus. 
The edges of the affected areas, beneath the breasts, on the abdomen and in 
the areas in the armpits, showed numerous keratotic, follicular papules the 
size of a pinhead; many of these showed a small, black, keratotic plug resem- 
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bling comedones. When palpated, these plugs felt like a nutmeg grater and 
suggested lichen spinulosus or Darier’s disease. On the mucous membrane of 
the left cheek, there was a group of small, flat, whitish papules which were 
partly confluent. A biopsy had been taken but there had not been sufficient 
time to examine this for arsenic. 


DISCUSSION 

Dr. Etter: There are three possible interpretations in this case: (1) that 
the taking of arsenic and the eruption are mere coincidences; (2) that the 
eruption is a dermatitis medicamentosa due to arsenic, and (3) that it is a 
true lichen planus, in this instance caused by arsenic. 

As far back as 1902, Brooke and Roberts, as well as Barendt, described 
such lesions occurring in an epidemic of arsenical poisoning from beer. Gans 
described the histology of arsenical melanosis, and wrote of a case in which 
the histologic picture was characteristic of lichen planus. This case showed 
hyperkeratosis, edema of the papillary bodies and a sharply demarcated infiltra- 
tion of the upper cutis, with mononuclears and mast cells. Pigment was 
scattered through the epidermis, papillae and upper cutis. 

Since the widespread use of arsenic, more typical cases have been reported. 
Buschke and Freymann reported two cases of acute generalized lichenoid erup- 
tion, occurring during treatment with arsphenamine. In the second case, the 
legs presented follicular keratosis. 

Dr. Gi-mMour: I saw typical lichen planus papules on the back. The pig- 
mentation can be accounted for as the result of lichen planus without any 
reference to ingestion of arsenic. 

Dr. WALHAUSER: The lesions in the axilla agree with the description of 
lichen pilaris seu spinulosus which has been described occurring in cases of 
lichen planus. I do not think that arsenic had any influence in the production 
of these lesions. 

Dr. Potiitzer: I saw this patient a few days ago, making, however, only 
a cursory examination. I was struck with the lesions about the axilla and 
suggested tentatively that it might be Darier’s disease. There is no doubt in 
my mind now that the condition is lichen planus. There is a great deal of 
pigmentation which is not unusual in lichen planus treated for a long time 
with arsenic. 

In regard to the tests for arsenic in skin of that kind, I am sure arsenic 
could be found everywhere in the patient’s tissues. She has been treated with 
arsenic for a long time. 

Dr. MacKee: I think that the condition is lichen planus. 


Dr. PAROUNAGIAN: I| agree with the diagnosis of lichen planus. 


LicHEN PLANUS WITH HyYPERPIGMENTATION. Presented by Dr. OULMANN. 


L. B., aged 4, seen first three months before presentation, presented at that 
time, lichen planus lesions on both wrists, with a few lesions on the thighs and 


numerous lesions on the penis. The patient had been given arsenic, mercury, 
roentgen-ray treatment and topical remedies. 

For nine months prior to presentation, he presented a moderate pigmentation 
of the face which increased steadily so that his complexion, when presented, 
resembled that of a mulatto of the darker type. The patient’s general health 
was good. The histologic diagnosis was lichen planus. 
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DISCUSSION 

Dr. Pottitzer: I do not know the nature of the pigmentation in this case. 
| had a strong conviction that it was a case of argyria due to a deposit of 
silver. However, this opinion met with much objection and Dr. Wise said that 
he had made a biopsy and found no trace of silver in the tissues, so that I 
may have been mistaken. I have no suggestion to make as to the cause of 
the extraordinary pigmentation. I repeat, however, that I am inclined to favor 
a diagnosis of argyria. The patient has been using mild silver protein in the 
nasal cavity for a long time. 

Dr. WALHAUSER: I am inclined to agree with the diagnosis of argyria, 
although the color is rather darker than that generally ascribed to this condi- 
tion. There is, likewise, a history of continuous applications of mild silver 
protein for a nasal catarrh, which could be considered as a causative factor. I 
do not believe this diagnosis can be excluded without a microscopic examination, 
which would show especially where the pigment is located and its chemical 
differentiation. 

Dr. GOLDENBERG: The case clinically, at least, does not impress me as one 
of argyria. The color in argyria is entirely different; it should be a slate-gray. 

Dr. PAROUNAGIAN: I strongly favor the diagnosis of argyria. The color is 
not the slate-gray of silver nitrate cases. The patient has been using mild 
silver protein which may have caused the condition. 

Dr. SCHEER: There is a case of argyria at Mt. Sinai Hospital. The color 
is entirely different from that in this patient; there is no mottied pigmentation. 
I doubt if the condition is argyria. 

Dr. MacKee: While at first glance, one naturally thinks of argyria, I argue 
against such a diagnosis. The color is not the shiny, metallic, almost indescrib- 
able appearance that is so characteristic of argyria. Furthermore, the biopsy 
shows inflammation and fails to show silver. A diagnosis of melanoderma of 
unknown causation is probably correct. 

Dr. Wise: The patient was referred to me by Dr. J. J. Asch, and I had 
him under observation for about six months. A histologic examination from 
the pigmented skin of the cheek, where there was not the slightest evidence of 
other lesions, either papular or otherwise, showed the typical structure of 
lichen planus. This diagnosis was confirmed by Dr. Satenstein. The patient 
never had had any lesion of the face excepting pigmentation. 


DIAGNOSIS — FIBROMATOSIS AND ATROPHY FoLLOWING ZosTER. Presented by 
Dr. OULMANN. 


\ woman, aged 70, developed zoster of the upper thoracic nerve, reaching 
irom the right upper second vertebral region in the back, around under the 
axilla, onto the skin over the mamma. The eruption lasted about six weeks 
and left a number of erythematous spots which would slowly change into 
atrophic, thin areas with fine telangiectasia. There were a few erythematous 


lesions and a couple of hypertrophic scars about the size of a pea on the breast. 


DISCUSSION 
Dr. Pottitzer: I saw nothing in this case except the remains of zoster. 
Dr. OULMANN: A biopsy was made on one of the erythematous lesions and 
the sections showed a few sweat glands with no hair follicles or sebaceous 
glands. The derma was edematous and showed a perivascular infiltration. 
There was an increase of blood vessels which were dilated. Situated in the 
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deeper part of the derma and subcutaneous tissue, was a nonencapsulated, 
poorly defined, fibrous growth, composed largely of spindle-shaped cells. These 
cells were sometimes in compact bundles. They showed little variation in size 
and stained more or less uniformly with hematoxylin. 

The picture reminds me mostly of that seen in the fibroma molluscum type 
of von Recklinghausen’s disease. Elastic tissue stains are to be made. I never 
regarded this case as having anything to do with neurofibromatosis, but I have 
also. never seen any outcome of a zoster like this. There was never a sign 
of gangrenous zoster, and the atrophic scars are glistening white and superficial. 


SyrRINGoMA. Presented by Dr. OULMANN., 


A woman, aged 46, was presented before the society fifteen years previously 
at which time she exhibited erythema induratum and tuberculid. One week 
before presentation she developed an eruption on the trunk, neck and face. 
There were numerous lentil sized papules, mostly of normal color, some pinkish 
and scaly, movable with the epidermis. Owing to the former tuberculous condi- 
tion, the question lay between a tuberculid of the larger type and a tumor of 
the syringoma group. A biopsy proved the lesion to be a tumor derived from 
the coil glands. 

DISCUSSION 


All agreed to the diagnosis. 


RECURRENT RoseEoLa. Presented by Dr. PAROUNAGIAN. 


J. M., an Austrian, aged 24, was admitted to the Bellevue Clinic on Sept. 14, 
1925, presenting two lesions on the genitals, beginning roseola, bilateral inguinal 
bubo and a four plus Wassermann reaction. He received modern therapy until 
May 11, 1926. The cutaneous manifestations disappeared. 

On June 29, 1926, he returned for a Wassermann test, at which time a 
recurrent roseola was present. This had been present for nearly three weeks. 
This time he was placed on bismuth medication and after receiving eleven 
injections the eruption disappeared. 

He returned Jan. 3, 1927, with a third roseola of five weeks’ duration. His 
Wassermann reaction was taken the day before presentation. The eruption 
was of the circinate, erythematous type, not so profuse as the first eruption. 

Davin L. SATENSTEIN, Secretary. 


NEW YORK DERMATOLOGICAL SOCIETY 
Regular Meeting, Feb. 15, 1927. 
H. H. Wuitenouse, M.D., Presiding 


PurpurA ANNULARIS TELANGIECTODES (?). Presented by Dr. Wise, for Dr 
Harris. 


M. R., a man, aged 28, who was born in the Dominican Republic, said that 


the eruption began eight years before presentation as red patches which grad- 
ually spread to implicate most of the skin of the thighs. New patches appeared 
from time to time, and gradually faded and left brownish spots. Four years 
before presentation, the Wassermann blood test was negative. The patient did 
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not have any subjective symptoms other than slight itching. Examination 
showed erythematous and pigmented plaques affecting the skin of a large sur- 
face of the lower extremities. Over the trunk there were smaller pigmented 
plaques, also erythematous and violaceous circular patches. Some of these 
patches showed distinct atrophy in the center. 


DISCUSSION 


Dr. Etter: Several of the patches resemble Majocchi’s disease, showing 
purpuric spots, slight atrophy and some telangiectasia; but in one place on the 
abdomen and in another on the leg there were patches of leukoderma between 
the patches of erythema resembling closely an eruption of phenolphthalein. 
I favor the diagnosis of Majocchi’s disease with a possible phenolphthalein 
eruption on the abdomen and leg. 

Dr. MALONEY: I agree with practically all that Dr. Eller has said. I think 
the most likely diagnosis is Majocchi’s disease. 

Dr. MacKee: This case may be classified as a case of purpura annularis 
telangiectodes, provided we broaden our conception of that disease. In this 
country there have been perhaps a half dozen typical examples of the disease, 
and there have been many cases that are by no means typical. It is difficult 
to know just what to include in this entity and just what to exclude. In the 
present instance there are features that suggest purpura annularis telangiectodes, 
but most of the typical features are absent; such, for instance, as the remissions 
and exacerbations of the disease as a whole, and the presence of individual 
lesions that begin as puncta and spread peripherally with new puncta, while 
the center of the lesion changes to yellow and brown. I am inclined to regard 
this case as possibly a typical example of purpura annularis telangiectodes. 

Dr. WuiTeEHousE: I think that Dr. MacKee’s point must be considered before 
making a final diagnosis. The question is whether all cases of Majocchi’s 
disease present the same features; there may be exceptions, and this may be 
one of them. In my opinion, the end-result resembles Majocchi’s disease more 
than any other condition. It may have been influenced in some way by drugs, 
but the typical features as expressed by Dr. Eller are present, though I do not 
think we can definitely pronounce it such at present. Has a biopsy been made? 

Dr. Wise: Dr. Harris has had the patient under observation for only four 
days. I will have him try to get a section for examination. At present the 
only diagnostic feature is the dilated blood vessels in the skin. 


Nevus ANGIOMATOSUS INVOLVING THE ENTIRE RIGHT HAND AND ForREARM. 
Presented by Dr. ELter. 


M. L., a girl, aged 4% years, presented en extensive nevus angiomatosus, 
on the right forearm, hand and fingers, involving the deep vessels, with port- 
wine marks on the surface. The hand and arm were almost one and one-half 
times larger than the normal left hand and forearm. The dorsum of the hand 
had two keratotic dime-sized areas on the angiomatous base. The entire lesion 
had been treated with heavily filtered radium at the Johns Hopkins Hospital 
two years previously, without improvement. A few of the port-wine mark 
areas had been treated four months before presentation by Dr. Eller with 
applications of carbon dioxide snow by the Lortat-Jacob method, and there 
had been some improvement. The case was presented for suggestions as to 
therapy. A plastic surgeon made the following suggestions: Tie off the deep 
vein in the upper part of the forearm, and perform a three-stage operation in 
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order to remove the masses of nevoid blood vessels; the intervals between 
operations should be from six months to a year. He thought that following 
the last of these operations carbon dioxide snow would be the best treatment 
for the removal of the red discoloration of the skin. 


DISCUSSION 

Dr. Wise: I think that the deep lesions of the forearm can be cured by 
radium applications given by an expert. I do not approve of surgical inter- 
vention to eliminate the dilated blood vessels. I do not believe that the super- 
ficial lesion, analogous to a port-wine mark, can be favorably influenced by 
radium tratment. 

Dr. Fraser: I share the views of Dr. Wise. I have a strong feeling against 
surgical treatment for any kind of angioma. 

Dr. Ruttson: In spite of the fact that the patient has been given radium 
treatment by Dr. Kelly, I think that this is the only treatment that would give 
an ideal result, but it should be used over a long period of time, perhaps two 
years in this case. 

Dr. Etter: Dr. Kelly gave up the radium treatment because he did not see 
any beneficial effect. 

Dr. MacKee: I imagine that this patient has had enough treatment with 
radium. It is doubtful whether the further use of radium would prove of 
benefit, and it might do harm. If the large deep veins were removed surgically 
I am afraid that the ultimate scar and deformity would be more objectionable 
than the present condition. I suggest that the deep veins be let alone, and that 
the red areas be cautiously treated with refrigeration and electrodesiccation. 


Dr. LANE: I was going to make about the same remarks that Dr. MacKee 
has made in regard to radium and surgery. One thing that has not been men- 
tioned might be worth trying; that is, continuous compression. This can be 
done without difficulty, as the lesions are in a good location, and with an 
elastic cotton bandage it could be tried for several months. 


Dr. WHITEHOUSE: I have seen cases in which the patient was treated 
surgically, and while I would not advocate such treatment in this instance, 
I cannot agree with Dr. Fraser. In a case of smaller extent in which the 
lesion occurred behind the ear of a child and pushed the auricle forward, a 
surgeon performed an extensive operation to remove the lesion, and the end- 
result was splendid. Now epinephrine is used in the tissues all around before 
operating. I referred two patients for such treatment, one with a lesion on 
the forehead and the other with a lesion on the neck, in which the vessels were 
tied off, and splendid results were obtained. Some patients lend themselves to 
surgical treatment. I should hesitate to recommend it in a case of such extent 
as this, and I agree with those who have advised more conservative treatment. 
Some of the lesions in this case have been treated with benefit by solid carbon 
dioxide. In past years we treated numbers of patients that way. Now that 
epinephrine is used we do not fear operation so much, but after the redness 
from solid carbon dioxide disappears, there is not much but fibrous tissue left; 
I think it would be best to try further treatment with carbon dioxide snow and 
see how much the lesion improves before proceeding to use drastic measures. 
Some years ago I had a case in the Post-Graduate Hospital in a little boy 
with lesions all over the scrotum, penis and other organs. I painted them in 
sections with trichloracetic acid; the redness disappeared, and the boy came 
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back a year or two later with milk white areas. The last time I saw him, 
some years ago, there were islands of redness only here and there. Some milder 
measures, such as these, would seem to be more indicated for this case, unless 
the lesion grows larger with rapidity. 

Dr. Etter: I agree with Dr. MacKee that further treatment with radium 
is contraindicated in this case. Two years ago, the patient was treated at the 
Johns Hopkins Hospital with heavily filtered doses of radium, with no decrease 
in the lesions. On the contrary, the lesions have become larger since that time. 
In order to cause improvement, the normal tissues would be injured to such 
an extent that the end-result would be unsatisfactory. Considering that this 
deformity has been getting steadily worse year by year, one must bear in mind 
what this would mean to the girl when she reaches the age of 18 or 20. The 
handicap would be serious for her socially, and would cause her a great deal 
of unhappiness. The port-wine color is not of as much importance as the 
swelling of the hand and arm. I feel inclined to agree with the plastic surgeon’s 
idea of treatment; that is, first to tie off the larger deep vein in the forearm 
near the elbow, and later to operate in three or four stages, with from six 
months to a year between operations, thus gradually removing the masses of 
blood vessels. Dr. Lane’s suggestion of treatment by compression is a good 
one, and well worth considering. 


AtropHIA Cutis Ipiopatuica. Presented by Dr. WIsE. 


S. K., aged 33, unmarried, had a negative family and a negative personal 
history. Physical examination did not reveal any abnormalities, with the excep- 
tion of the skin condition. He said that the skin of his thighs first became 
bluish-red about ten years before presentation. Soon after this, scattered areas 
of cyanosis appeared on the legs, back and hands, without subjective symptoms. 
There was no history of frostbite. 

Examination revealed a uniform cyanosis of the skin of the thighs, which 
was smooth, shiny and atrophic, but not wrinkled. Similar areas of atrophy 
existed over the lumbar region of the back, and there were scattered areas on the 
forearms and hands. There was a marked resemblance to the atrophic stage of 
scleroderma. 


DERMATITIS MEDICAMENTOSA (?). Presented by Dr. RuLIson. 


Mrs. J. C., a widow, aged 33, was a trained nurse. She had had two 
children, the older, aged 12, was still living; the younger died several years 
previously of glandular tuberculosis. Her husband had died of influenza. She 
had been operated on for appendicitis, diseased tonsils and repair of lacerations. 

During her first pregnancy, enlargement of the thyroid without symptoms 
occurred. Two weeks before the second confinement, she had a convulsion 
(apparently not eclamptic) which her physician said was due to “temper.” 
Thereafter, she had convulsions whenever worried, overtired or excited. The 
Wassermann test was repeatedly negative. There was no evidence of disease 
of the heart or lungs. The urine showed a faint trace of albumin. 

For five years before presentation, she had taken a tablet of phenobarbital 
every night. She had also taken tablets of thyroxin on the advice of a 
neurologist. Once or twice a month she took “phenomint” for constipation. 
For several months she had had crops of small vesicles, which rapidly became 
pustules, about the vagina before the menstrual period. 
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There was a pigmented scar on external aspect of the left leg, 3 inches 
above the ankle, which the patient said resulted from infection of a blister. 
On the right leg, anteriorly, 4 inches above the ankle, was a pea-sized, thin- 
walled blister with almost no surrounding erythema. There was a history of 
occasional blisters in the mouth. 

DISCUSSION 

Dr. Wise: I cannot make a diagnosis, but would be inclined to favor pheno- 
barbital rash if no other disease is demonstrable. There are two varieties of 
this rash—one the disseminated type, the other isolated. The fact that the 
woman has had bullous lesions in the mouth supports that diagnosis. Dr. Eller 
showed me a phenobarbital eruption in a patient in the French Hospital, limited 
to the neck, and one of Dr. Fordyce’s wax models at the Vanderbilt clinic 
also showed a circumscribed eruption on the neck. 


Favus oF SCALP WITH INDETERMINATE LESION ON THE Bopy. Presented by 
Dr. BECHET. 


H. S., a boy, aged 9% years, from Dr. Whitehouse’s service, had a saffron 
yellow, crusted patch about half an inch in diameter on the back of the neck, 
just above the hair line, for two weeks. With a magnifying glass the typical 
cup-shaped yellow crusts surrounding the shafts of hair were easily discernible. 
The fungus was demonstrated on microscopic examination. There were several 
crusted lesions on the neck, immediately adjacent to the favus patch. They 
were scaly, but the scales were more white than yellow. On the arms and 
body were a considerable number of scratched and excoriated papular lesions, 
which the mother said were present before the patch on the scalp. This state- 
ment was not considered reliable, as she had also stated that the patch of favus 
had been present for only two weeks, while its appearance easily warranted 
placing its origin some months back. A diagnosis of molluscum contagiosum 
had been suggested for the skin lesions. 


DISCUSSION 

Dr. Lane: It does not look like molluscum. To settle the question of the 
character of the lesions on the body, microscopic examination will have to be 
made. 

Dr. MacKee: I agree with the diagnosis of favus of the scalp. The lesions 
on the body have been so modified by treatment that it is impossible to make 
a diagnosis. 

Dr. ELLER: The diagnosis should be made with a microscope. 

Dr. WHITEHOUSE: I agree with the diagnosis of favus on the scalp; the 
cups are typical. As for the lesions on the body, they are too inflammatory 
to be molluscum contagiosum; they are red, hard papules, and not like those 
in cases of favus that I have seen on the body. Of course, a microscopic 
examination would show whether they are that; but I am inclined to think this 
is an independent eruption. 


PurPuRA ANNULARIS TELANGIECTODES. Presented by Dr. WIsE. 


L. P., aged 49, married, presented a condition of five years’ duration. The 
lesions were scattered chiefly on the thighs and legs, the lower part of the 
abdomen and the anterior surfaces of the wrists. They consisted of irregu- 
larly outlined hemorrhagic macules, the color varying from bright red to purple, 
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to dark brown. The size varied from half an inch to 2 inches (2.54 to 5.08 cm.) 
in diameter. The lesions had mainly a rust colored appearance, and exhibited 
dilated blood vessels which did not become pale under diascopic pressure. 
There were also many fine puncta, mainly at the periphery of the lesions, con- 
sisting of pinhead sized vascular dilatations (cayenne pepper spots). Some 
of the lesions showed fine desquamation. The eruption as a whole was in 
various stages of development. The patient said that he had observed no 
change in the eruption, but when examined six months before presentation the 
lesions were less pronounced and not so numerous as on presentation. There 
was no history of regression. None of the lesions was circinate in outline, 
but there were several round and oval macules on the extremities. 


DISCUSSION 


Dr. Becuet: There is no annular configuration, but, as Dr. Wise says, a 
number of cases without that feature have been reported; hence the diagnosis 
made must be accepted as the most probable one. 

Dr. MacKee: Here is still another one of those borderline cases. This 
patient and many of those that are presented as having atypical examples of 
purpura annularis telangiectodes, present an eruption that is progressive. This 
is not a typical feature of Majocchi’s purpura. In this disease there is usually 
a sudden outbreak of new lesions, which then run a progressive course and 
finally disappear, perhaps leaving pigmentation and slight atrophy; then there 
is a period of remission of weeks or months and another definite attack. It is 
possible that in some cases the attacks overlap, giving rise to these atypical 
cases. The lesions of Majocchi’s purpura are distinctly annular when well 
developed. It is possible that in atypical cases all the lesions are not annular; 
furthermore, because of different age and different rates of evolution and invo- 
lution, the appearance of the lesions are different. In this country opinion 
relative to this disease is somewhat chaotic. I prefer to make a definite diag- 
nosis only in typical cases. The only way that it is going to be possible to 
broaden our conception of this disease and to include all the eruptions that 
suggest it but that are by no means typical of it, is to study exhaustively the 
pathologic histology of each case. Tissue should be obtained from early lesions 
and late lesions; in fact, tissue should be removed during the various stages of 
evolution and involution. 

Dr. Lane: I am glad to have seen the case, for it is more pronounced than 
any I have seen. As Dr. MacKee says, it is not typical, but it resembles 
Majocchi’s disease more than any other condition I know of. We see so few 
of these cases that we are probably not familiar with all the variants of the 
disease. 

Dr. Wise: In spite of an absence of annular lesions and a negative history 
as to rheumatoid symptoms, I believe that the diagnosis of Majocchi’s disease 
is the most probable. 


Herpes GESTATIONIS. Presented by Dr. WHITEHOUSE. 


L. H., a woman, aged 24, presented an eruption which first occurred as a 
bullous eruption three months after her first pregnancy two and a half years 
previously; it lasted two months. Four days after her second pregnancy, the 
eruption reappeared, and had been present for five months. When presented, 
large and small groups of bullous and crusted lesions were scattered over the 
body and extremities, accompanied by itching and leaving pigmentation. 
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DISCUSSION 

Dr. Etter: I think this is an ordinary case of Duhring’s disease. 

Dr. Wise: I think it is a case of postpartum Duhring’s disease. 

Dr. Becuet: I think the pregnancy had some direct effect on the etiology 
of this eruption, for the woman is intelligent, and the history shows clearly that 
the disease occurred shortly after both pregnancies and cleared up in three or 
four months after the first one. There is no doubt that some toxic factor must 
have been developed by her gravid condition, and was responsible for the der- 
matitis herpetiformis. Pregnancy causes so many changes in the organism 
that it might also bring on whatever unknown factor is responsible for the 
vesiculobullous syndrome known as dermatitis herpetiformis. 

Dr. MALonEY: To me the eruption looks like dermatitis herpetiformis. The 
lesions seem to be grouped and bullous, and the fact that the condition occurred 
in connection with pregnancy, or after it, would seem to indicate that the preg- 
nancy had some relation to it. Whether we call it herpes gestationis or not, it 
still has all the clinical signs of dermatitis herpetiformis. 

Dr. MacKeeE: I agree with Dr. Whitehouse’s diagnosis of herpes gestationis, 
which, of course, is a synonym for dermatitis herpetiformis when occurring in 
relation to gestation. Curiously, in the cases that I have encountered the attack 
has occurred shortly after rather than during pregnancy. In this patient there 
is distinct grouping, and the lesions are not particularly polymorphous. I have 
seen a number of cases of erythema multiforme gestationis. In every instance 
the eruption occurred during pregnancy and lasted until the pregnancy was 
terminated by natural or artificial means. In all these cases the eruption was 
polymorphous, universal, and there was no grouping. I think there is a distinct 
difference between the two conditions. 

Dr. WHITEHOUSE: Of course this is the name given in the textbooks as a 
synonym for dermatitis herpetiformis, but it should be presented as a case of 
dermatitis herpetiformis, herpes gestationis type. There is one peculiarity to 
which attention should be paid: This woman is intelligent, and she says the 
lesions progress in a rather peculiar way; they do not disappear until after 
they become hemorrhagic, and then dry down into a dark crust and heal rapidly. 
That is a peculiar feature. 


A CAsE FoR DIAGNOosIS. PHENOLPHTHALEIN ERUPTION? Lupus ERrYTHEMA- 
Tosus? Presented by Dr. Etter for Dr. H. ScHwartz. 


The patient, from the Cornell Dermatological Clinic, a negress, aged 36, 
born in Virginia, and married, for six months had had a persistent erythema- 
tosus eruption in the form of flat edematous plaques similar to those seen in 
erythema multiforme on the forehead, temple regions and cheeks. She had 
been taking a phenolphthalein preparation. 


DISCUSSION 

Dr. MacKee: It is, of course, necessary to rule out the possibility of drug 
eruption. If this can be done, I would regard the case as one of seborrhea 
congestiva, which is simply an early lupus erythematosus. 

Dr. Fraser: There is a type of lupus erythematosus which in the early 
stages of its evolution resembles erythema multiforme. 

Dr. Matoney: I think this is an early case of lupus erythematosus of 
unusual type; if not that I think it is some toxic condition like erythema multi- 
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forme or a tuberculid. Some of the lesions on the forehead seem to be small 

papules such as we see in tuberculids. 
Dr. Becuet: I think that this case might be classed as an early type of 

lupus erythematosus, which often disappears under the influence of mild topical 

applications. 

Dr. Wise: The eruption appears to be an edematous lupus erythematosus. 


Dr. WHITEHOUSE: I wish to subscribe to the point Dr. Bechet brought out 
about edematous lupus erythematosus disappearing under mild treatment. It 
is dificult to diagnose some of these mild cases. I recall a private case in 
which the patient had areas of atrophy and destruction of hair in lupus 
erythematosus of the scalp; the patient had frequent attacks of edematous 
lupus erythematosus of the face, which disappeared under treatment with 
calamine and zinc lotion or lotio alba. I think that this is a definite lupus 
erythematosus, and that it will disappear under that treatment. 


Dr. ELter: I agree with what most of the members have said, but I was 
under the impression that the edematous type of lupus erythematosus was more 
evanescent. In this case the lesions on the lip, temple and forehead are papu- 
lar; there is no scaling or dilated follicles. The eruption appeared suddenly, 
and the patient says definitely that it has not changed in appearance or char- 
acter during the past six months. Although I am inclined to agree with the 
possibility of this condition being a lupus erythematosus, a phenolphthalein 
eruption must be taken into consideration. Previous to the appearance of the 
eruption, the patient had been taking a phenolphthalein preparation, but she 
has not taken this drug since that time. One dose of it has often caused a 
persistent eruption of this type which may last from six months to a year or 
more; before it was known that phenolphthalein could cause these eruptions, 
they were called erythema multiforme perstans, which resembles closely the 
lesions on this woman’s left temple. 



























Dr. Schwartz: I agree with the diagnosis of lupus erythematosus, and 
would ask to have the case presented as such. 


SCLERODERMA: 





Presented by Dr. MALONEY. 


R. A., an unmarried woman, aged 25, born in Austria, presented a patch 
of dusky red atrophic skin beginning at the right shoulder and extending down 
to the bend of the elbow over the anterior surface of the arm. Within this 
patch or band of atrophic skin were several various sized patches of morphea. 
The condition was of three years’ duration, having started as a few white spots 
surrounded by hyperpigmentation, which gradually increased in size. Thyroid 
extract had been administered. 
DISCUSSION 








Dr. WuiteHouse: A 5 to 10 per cent oleate of mercury ointment applied 
with massage in these cases helps to cause the lesions to disappear. It may be 
the massage that is effective. 


Dr. Becuet: I have a private patient who has had a generalized scleroderma 
for about thirty years. She is now 53 years of age. There is hardly a place 
on her trunk on which she has not had patches from 6 to 10 inches (15 to 
25 cm.) in diameter. I gave her the usual endocrine treatment, and at first I 
thought that I was getting good results; yet within a year she has had many 
large new areas of the disease. I think, as Dr. Whitehouse does, that massage 
with a bland cream probably helps most. She rubs herself carefully, and cer- 
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tainly shortens the duration of the lesions; the skin softens in a month or so, 
but she has a mass of atrophic patches all over the body. 


Dr. WuiTeHOUSE: I would like to mention the case of a patient under my 
care for a long time who has improved a great deal under treatment with 
pituitary in increasing doses, combined with hydrous wool fat ointment for 
massaging. Certainly something has changed the character of the condition. 
I might mention one feature, although it does not relate to the case reported 
by Dr. Maloney: The scleroderma in my case was so intense and hidebound 
on the legs that the dorsalis pedis arteries were not palpable, and the patient 
began to have ulceration of the toes from circulatory disturbance. In an 
endeavor to relieve this, I had a surgeon perform a sympathectomy on the 
femoral artery of one side; this was followed by a great deal of benefit; the 
ulcer healed, and the patient was so much relieved of the burning and other 
symptoms that I felt like having the other side treated the same way. 


Lupus EryTHEMATOSUS TREATED WITH GOLD AND SopiuM THIOSULPHATE. 
Presented by Dr. BECHET. 


D. V., a man, aged 50, came to Dr.. Whitehouse’s service a year before 
presentation. At that time he had a “butterfly” lesion covering all of the nose 
and the adjacent cheeks. Even the ears were completely involved. The disease 
had been present for twenty-three years; the patient had received vigorous 
treatment of various kinds during most of that time, with the result that besides 
the lupus erythematosus, he had a marked scarring and a severe radioderma- 
titis, with loss of most of the helix and antihelix of both auricles. On the 
stump of one of the auricles there was a beginning epithelioma. The lupus 
was active throughout the affected areas, which were of an angry red color, 
scaly and much infiltrated. Six months of mild local treatment did not cause 
improvement. The patient was then given several injections of gold protein. 
These were followed by strong local and constitutional reactions. The patient 
felt ill for an hour or so immediately after the injections; the patches became 
much inflamed, and were accompanied with burning and itching sensations. 
On the substitution of gold and sodium thiosulphate, the reactions disappeared, 
even though the patient had been given doses of 100 mg. once or twice a week. 
He received approximately twenty-three injections, with an astounding improve- 
ment in the appearance of the disease. The area became pinkish-red, lost all 
its angry color, and the scaling diminished by more than a half; there were 
areas of healthy skin throughout the affected portions; the infiltration dis- 
appeared to a great extent, making a satisfactory improvement in the patient's 
appearance. 


Lupus ERYTHEMATOSUS TREATED WITH GOLD AND SopiuM THIOSULPHATE. 
Presented by Dr. BECHET. 


J. C., aged 29, from Dr. Whitehouse’s service, had suffered from a lupus 
erythematosus of the discoid type for one and a half years. There were typical 
coin-shaped patches of the disease scattered over the face, several of them an 
inch or more in diameter. After sixteen injections, the patient was practically 
well, with the exception of some scarring resulting from the application of 
caustics prior to the administration of the treatment. 


DISCUSSION 


Dr. MacKee: The result in these patients is excellent. I have now had 
considerable experience with the gold treatment in both the discoid and dissemi- 
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nate type of lupus erythematosus. While I continue to obtain systemic, cuta- 
neous and focal reactions, on the whole results have been splendid. I feel 
confident that the gold treatment has an important place in the treatment for 
lupus erythematosus. 


Dr. Etter: In my recent correspondence with a Berlin dermatologist, he 
said that they had discontinued the use of gold solutions for the treatment in 
cases of lupus vulgaris, for the results were not satisfactory. 


Dr. WHITEHOUSE: I think the general opinion is that gold thiosulphate does 
not produce reactions, but that the protein preparations do. I understand that 
Schamberg thinks the protein produces the reactions. If Dr. MacKee received 
such reactions from gold thiosulphate, I would say that it was not the usual 
experience. 

Dr. MacKee: I have had reactions with every product that I haye used. 
Some of my patients cannot tolerate more than 10 mg. once weekly. It is well 
to bear in mind that it is sometimes necessary to give thirty, forty or more 
injections before the desired result is obtained. 














Dr. Becuet: We are giving from twenty to twenty-five injections a week, 
without reactions of any consequence. One of the patients here presented had 
severe reactions after the gold protein, but these ceased the moment gold and 
sodium thiosulphate was substituted. There is at times a local reaction in the 
lesions after the first two or three injections, and those that have most reaction 
seem to clear up quickest. Up to date the results have been most favorable, in 
some instances almost phenomenal. 


LEUKONYCHIA. Presented by Dr. FRASER. 


A woman, single, aged 23, a civil engineer, seen for the first time on the 
day of presentation, had been referred by a prominent internist who had given 
her a thorough general examination, and had not any constitutional disease. 
The only lesions were on the nails. She was examined carefully for possible 
lesions of psoriasis, but none were found. The duration of the condition was 
six months. The finger-nails showed transverse, white striae. 







DISCUSSION 





Dr. Wise: In Heller’s book on nail diseases this condition is designated 


leukonychia_ striata. Some authors connect the condition with thyroid 
insufficiency. 











Dr. Ruttson: I am inclined to regard the condition as due to overmanicuring. 

Dr. MacKeEe: I agree with the diagnosis of leukonychia, and also with 
Dr. Rulison who said that such lesions may be due to local trauma. I could 
not see any evidence of distrophy in this case — nothing but white spots, which 
might be due to local injury. 

Dr. Lane: I agree with all that the last two speakers have said. Most 
cases that I have seen are in nails that have been overmanicured. In this case, 
retraction of the cuticle at the base of the nails and paronychia of one nail 


are beginning. These cases are an entirely different condition clinically and 
ctiologically from leukonychia totalis. 







Dr. WuiteHouse: I agree with those who call the condition leukonychia 
striata. I am inclined to think that all of these cases are due to manicuring. 
| have rarely seen any one who manicures her nails as persistently as this 
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woman does who did not show such a condition. It is said by some of the 
old writers that it is caused by paring the nails, the white streaks being due 
to air which enters between the cell layers. In this instance the woman is 
apparently getting paronychia also. There are no lesions on the toes; if it 
were a trophic disturbance, it would probably affect the nails of the toes also. 
Dr. Fraser: My object in presenting the case was not to get a name for 
the condition, but rather to obtain an expression of opinion from the members 
regarding its etiology. I am glad to receive the suggestions of Dr. Wise, 
Dr. Rulison and others. Joun E. Lane, M.D., Secretary. 





CHICAGO DERMATOLOGICAL SOCIETY 
Regular Meeting, Feb. 16, 1927 
Harry R. Foerster, M.D., Presiding 


Leprosy. Presented by Dr. Otiver and Dr. FINNERUD. 


A Polish woman, about 50 years of age, had an eruption of general distri- 
bution of seven weeks’ duration, which developed while she was under treatment 
at the Cook County Tuberculosis Hospital for “advanced pulmonary tubercu- 
losis.” The cutaneous disorder, which was practically devoid of subjective 
symptoms, began on the face and soon appeared on the other areas. As the 
patient could not speak English, a detailed history was unobtainable. 


Examination showed a weak and poorly nourished person with infiltrated, 
dull reddish, round and fused plaques on the face, with no evidence of central 
atrophy or marginal follicular keratotic plug formation; smaller and larger 
erythematous plaques of various sizes and of less infiltration were present on 
the trunk and extremities. There was no involvement of the lips or mucous 
membranes of the mouth, and the ulnar nerves were not palpable. 


DISCUSSION 

Dr. FINNERUD: This case was presented as acute disseminated lupus erythe- 
matosus, but I can easily see my error now. The woman was seen for the first 
and only time nine days before presentation, when she was under treatment 
for pleurisy with effusion and advanced pulmonary tuberculosis in the Tubercu- 
losis Hospital, where she had been for four months. The lesions began on the 
face, but soon appeared elsewhere. At that time there was no central clearing 
in the lesions on the body, and the facial lesions were not so sharply outlined. 
Since seeing the lesions on the body and talking with others who have seen 
more cases of leprosy than I, I feel that there is little question about the 
diagnosis, and I will therefore attempt to demonstrate the organisms. 

Dr. WitE: The lesions were entirely anesthetic, and I think the condition 
is leprosy. There was a large, gyrate lesion in the small of the back, typical 
of anesthetic leprosy. 

Note.—Numerous sections stained by the modified Ziehl-Nelson method dis- 
closed no lepra bacilli, although the histologic picture corresponds to that of 
leprosy—an epitheloid cell structure of “sacroid-type.” 
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Microsporip. (Pityriasis rosea type). Presented by Dr. Otiver and Dr. 
FINNERUD. 


A colored boy, aged 3, had a lesion of the scalp of three months’ duration, 
which had been treated with a salve. For two or three weeks there had been 
an eruption, devoid of subjective symptoms, of the trunk and extremities. 
Treatment had not been administered for the eruption on the body, and it could 
not be ascertained from the history whether the boy had had fever or other 
constitutional symptoms at the time of the appearance of the eruption. 
Examination showed a dollar-sized or larger, round, slightly infiltrated and 
crusting patch of hair stumps in the occipital region. Potassium hydrate 
preparations of the stumps of the hair disclosed Microsporon as the etiologic 
agent. On the body, arms and thighs were numerous round and oval macules 
and maculopapules, varying in size from that of a match-head to that of a 
finger-nail, most of them with clearing center and infiltrated periphery, and 
a few small patches of minute lichenoid follicular papules. Some of the lesions 
of the former type presented lichenoid papules about their periphery. Scrap- 
ings from several of the lesions on the body did not show any elements of 
fungus. There was enlargement of the inguinal, axillary, epitrochlear and 
cervical lymph glands, and Microsporon had been demonstrated. 


DISCUSSION 


Dr. FINNERUD: This case is particularly interesting to me in that the 
pityriasis rosea type of lesion has rarely been seen as a microsporid, although 
it has been frequently observed as a tricophytid. In this case, although there 
were some lichenoid lesions, most of them were of the pityriasis rosea type. 
An accurate history was unobtainable, but apparently the lesion on the scalp 
had not been irritated by treatment. This is of particular interest in that 
Microsporon audouini rarely produces inflammatory lesions in the scalp, and 
the toxic eruption rarely occurs unless the scalp foci have become swollen and 
crusted from treatment. Without cultures one cannot say with certainty that 
the offending Microsporon is audouini. I had the opportunity to study a good 
many cases of microsporid in the Vienna epidemic, all of which were due to 
Microsporon audouini. 


Dr. Wire: Did you say that the Microsporon infection is not ordinarily 
inflammatory ? 


Dr. FINNERUD: As a rule the lesions in the scalp are without marked 
crusting. I know that cases of kerion due to Microsporon audouini have been 
reported, but they are extremely rare. 


Dr. Wire: I think the cases seen in this country are different clinically 
from those seen abroad. Most of the cases I see are distinctly inflammatory 
in character. 


Dr. Finnerup: The line between the generalized or toxic eruption and 
the cases limited to the scalp is the enlargement of the superficial lymph 
glands. This change, plus fever, indicates systemic involvement and when pres- 
ent without a generalized eruption constitutes the abortive cases (forme 
fruste). In the first few hours after the appearance of the toxic eruption the 
organisms can sometimes be demonstrated in the scales, but this cannot be 
done after the third day and usually not after the first. Thus, the origin of 
this eruption is explained as a hematogenous dissemination of the organisms 
from the eruption in the scalp. Not only are the toxins absorbed, but also 
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the organisms. They have also been demonstrated in the blood in one case 
of lichen microsporicus. They have been demonstrated in the lymph glands 
in tricophytid, but I believe not in the corresponding Microsporon infection. 


Lupus EryTHEMATOSUS. Presented by Dr. SENEAR and Dr. WIEN. 


A girl, aged 26, first noticed a redness of the face at 5% years of age, just 
before coming to America. At Ellis Island she was told she had sunburn, and she 
used local applications until she was 9. The condition cleared up at intervals, but 
crusting and swelling of the lip persisted. An abscess of the ear was present at 
the age of 9; it was opened, and a thick pus drained for four weeks. From 
this time until the patient was 14, she had attacks of grip every winter. 
She then developed an acute rheumatism of the left heel that was relieved by 
mineral baths, and three weeks later a pustular eruption developed on the 
sole. Redness was also noted in a small area over the left palm, for which 
she received iodoform salve and roentgen-ray therapy. After three months’ 
treatment she improved, but she developed a right cervical adenitis. The 
gland was incised, and pus drained for about one year. During all this time 
the patient noted crusting of the upper lip with redness of the face, especially 
about the eyes. She perspired profusely, and had a severe attack of bronchitis 
at the age of 16. Four years previously an ulcer developed on the left sole, 
for which a skin graft from the right calf was made. The patient was prac- 
tically well the following summer, but developed acute nephritis in the fall, 
and since that time the condition had remained as at present. 

There was a brownish, mottled eruption on the cheeks, forehead and nose, 
with flushing and telangiectasia in some areas, and a yellowish crust that was 
firmly adherent and greasy was present on the nose and upper lip. Both palms 
and soles showed areas of atrophy and telangiectasia, the result of roentgen- 
ray therapy, with crusting in areas. There was a skin graft on the outer mar- 
gin of the left sole and a palm-sized area on the inner surface of the right 
calf from which the graft had been taken, bordered by bluish-red scar tissue, 
which was generally atrophic with a waxy crust over scattered areas. 


DISCUSSION 

Dr. WitE: I had an opportunity to see this patient four or five years ago. 
At that time she came to the hospital because of severe ulcers on the sole. 
They were definitely the result of irradiation, and one on the left foot I think 
was unquestionably malignant. She could not walk, and after keeping her 
quiet for a long time, it was decided that the only way to get her on her feet 
again was by removing the large ulcer. This was done and a skin graft 
placed. She left the hospital in good condition. She told me today that she 
had an eruption on the face which was readily cleared up by means of a salve 
we gave her. We thought it was a seborrhide, but now I believe she had 
lupus erythematous. I think there were some roentgen-ray changes in the 
palm as well. 

Dr. Harry R. Foerster: I think the patient said that she had received 
only one roentgen-ray treatment on the palms, and I did not think there were 
any roentgen-ray changes there, but atrophy and telangiectasis of lupus ery- 
thematous. 

Dr. Oxiver: For what condition was she treated in the first place? 


Dr. WiteE: I do not know. 
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Dr. ZeIsLeR: I agree with Dr. Wile that the patient has a disseminated 
lupus erythematous, with roentgen-ray changes. 








ERYTHEMA ABIGNE. Presented by Dr. OLiver and Dr. FINNERUD. 


A man, aged 62, presented himself at the Cook County Hospital for treatment of 
a perineal fistula. The condition of the legs was noted during the examination. 
He said that the disorder of the leg had been present for five or six weeks, 
that he had had difficulty all winter in keeping warm and that he had sat most of 
the time next to a hot stove with his knees crossed, the right leg usually crossed 
over the left knee. 

Examination showed a heavy marbling of erythema and light to dark brown 
pigmentation of the medial and anterior surfaces of the right leg, most marked 
on the medial surface of this knee and the lateral surface of the left thigh, 
the lesions being chiefly in annular and gyrate configurations. There was no 
apparent infiltration of the skin of the involved areas. 



















ERYTHEMA AB IGNE. Presented by Dr. OLiIver and Dr. FINNERUD. 


A Mexican woman, aged 25, came under observation because of secondary 
manifestations of syphilis. She was presented because of heavy reticulate pig- 
mentation and erythema which mottled the front of the legs. She said that 
the condition had been present for two months or more, and that she had spent 
most of the winter sitting close to a stove. 














PsoRIASIFORM SYPHILIS. Presented by Dr. MITCHELL. 


This young man was shown at the meeting on January, 1927, and was 
presented again to demonstrate the result of treatment. He had received nine 
pairs of injections of neoarsphenamine and bismuth, and the lesions had entirely 
healed. There was no suggestion of psoriasis, and nothing remained of the 
eruption except faint pigmentary scars. 















DISCUSSION 


Dr. ZEISLER: I admit the error of my diagnosis when the patient was seen 
in January. 





Dr. FINNERUD: I have seen two patients recently with persistent lesions 
of secondary syphilis which did not respond readily to neoarsphenamine, but 
which disappeared promptly under arsphenamine therapy. 






Dr. MitcHetLt: I saw a patient recently with late secondary symmetrical 
palmar lesions which had resisted fifteen injections of sulpharsphenamine 
before the patient came under observation, but which promptly cleared under 
treatment with neoarsphenamine; so it is still possible to accomplish something 
with this preparation. This patient’s lesions cleared up entirely under treat- 
ment with neoarsphenamine and bismuth. 












A Case ror DraGnosis. Presented by Dr. STILLIANs. 


A Polish housewife, aged 47, was operated on Sept. 29, 1926, by Dr Wolfer 
for a large goiter with extreme hyperthyroidism. Her condition had improved 
markedly since that time. Early in November, she noticed swelling and tender- 
ness of the legs, and examination revealed more or less discrete, dusky red 
nodules over the outer and anterior aspects of both legs, the largest being about 


2.5 cm. in diameter. She complained of spontaneous pain at times. On Decem- 
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ber 20, these lesions were said to be disappearing, but since then they had 
persisted, although becoming paler. 

When the patient was presented, there was a distinct swelling over the lower 
trachea, constituting the remains of the anterior lobe of the thyroid. On 
the external and anterior surfaces of the lower parts of both legs, extending 
to just below the internal malleolus, there were many ill-defined nodules, 
which were hard, slightly tender, yellow or brown, nonelevated and chiefly 
confluent, with the edges distinctly palpable in places. Examination of 
the blood showed 5,270,000 erythrocytes; 5,700 leukocytes, and 85 per cent 
hemoglobin. The differential count revealed 42 lymphocytes, 8 large mono- 
nuclear, 48 polymorphonuclear and 2 eosinophils. The urine contained albumin 
and pus cells, no casts. The basal metabolism on March 19, was + 46; on 
December 3, + 13.9. 

DISCUSSION ; 

Dr. WiteE: This is an interesting case. I was discussing with Dr. Foer- 
ster two cases that were somewhat similar and that occurred in the practice 
of the same surgeon. Two women who had exophthalmic goiter were operated 
on with good results. Within a few months after they had recovered one oi 
them developed multiple lesions of morphea, and the other lesions of morphea 
with a typical patch of linear scleroderma on the arm. It seemed to me some- 
thing more than a coincidence that the scleroderma should have occurred 
immediately following the operation for goiter. In this case I think we are 
dealing more with a diffuse scleroderma than with morphea. 

Dr. Ottver: How much of the thyroid gland was removed in those two 
cases? The patients must have some of the gland, but the question seems to be 
how much to leave. 

Dr. WitE: I do not know, but I assume that the surgeon removed as much 
of the gland as he could. 

Dr. Pusey: I am interested in the fact that morphea developed in these 
cases following thyroidectomy. While I have thought there was a relation 
between some cases of diffuse scleroderma and hypothyroidism, I have not seen 
morphea in connection with hypothyroidism. 

Dr. Stitttans: In this case there was a large portion of the thyroid gland 
left. The metabolic rate was + 13 after the eruption had been present for a 
month. The patient also had a tremor. 

Dr. Wire: I do not think there is any relation between the size of the 
tumor and the hyperthyroidism. Many of the worst cases of hyperthyroidism 
occur with a small tumor, and some patients with the largest masses do not 
show hyperthyroidism. 


ERYTHEMA INDURATUM TUBERCULOSIS COLLIQUATIVA (?). Presented by Dr. 
SENEAR and Dr. WIEN. 


A Russian woman, aged 35, first noticed painful nodules in the buttocks 
seven years prior to presentation. They were pale blue on first appearance, 
did not break down, the pain gradually disappeared, and the skin resumed 
its normal color, although the nodules were still palpable under the skin. 
Lesions first appeared on the inner surface of the right ankle three years 
previously, and during the past five months scattered nodules had appeared 
on both legs and both calves. All the crusted lesions had discharged pus at 
varying intervals, and some of the nodules on the legs were painful. The 
patient said that a lesion in the left calf had discharged pus three weeks 
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before, and one in the right calf discharged a similar material two days ago. 
The history stated that a “lump” was removed from the right leg twenty-four 
years prior to presentation, that a tumor was removed from the left breast 
eleven years before, a ruptured appendix twenty years before and that tonsil- 
lectomy had been performed seven years before. She had had two miscar- 
riages and had three living children. Her mother had died of tuberculosis at 
the age of 35. 

When presented the patient had multiple, infiltrated, hard nodules about 
2 inches (5 cm.) in diameter scattered over both legs and in the buttocks. 
The skin was attached over some of the lesions, and the color varied from 
dull red to purple. Some of the lesions were crusted, and one on the left leg 
was an irregular, superficial ulcer, with ragged edges and a granulation tissue 
base. A roentgenogram of the right leg was negative for bone or other 
pathologic condition. The Wassermann reaction of the blood was negative. 
































DISCUSSION 
Dr. LiIEBERTHAL: I agree with the diagnosis of erythema induratum. 


Dr. SENEAR: We were interested in the fact that the patient had had the 
lesions in the buttocks for seven years and in the legs for only four months. 
We have not had an opportunity to study the case thoroughly, but we regarded 
the lesions on the leg as definitely Bazin’s disease, with the possibility of sar- 
coid in the buttocks. 

Dr. Foerster: It seems to me that this case could well come under the 
definition of tuberculosis colliquativa, as brought to our attention by Jadas- 
sohn. There are nodules, with a tendency for slow softening, which I think 
is a feature of that group. This appears to be definitely a skin condition 
originally rather than the more frequent type which develops by contiguity in 
tuberculosis of underlying structures, such as bone. I think we have to con- 
sider the platelike infiltrate of tuberculosis colliquativa rather than Bazin’s 
disease as the condition present in this patient. 





LeuKeMIA, (Chronic, Lymphatic). Presented by Dr. LIEBERTHAL. 


A man, aged 60, had a disorder of two years’ duration, with a generalized 
scaly erythrodermia and adenitis. The histologic and blood conditions were 
typical. 

DISCUSSION 








Dr. Wire: I think this case belongs in the group of the malignant lymph- 
oblastomas. We might speak of it as a leukemia with cutaneous manifestations, 
or a dermatitis with changes in the blood, depending on one’s idea as to 
whether the changes were primarily in the bone marrow and blood, or whether 
they were primarily in the skin. I have had several similar cases. They run a 
chronic course, usually lasting from two to four years. At necropsy they all 
show changes in the lymph glands that are almost indistinguishable from 
lymphosarcoma. I think we can have pictures in the skin of true leukemia 
without leukemic changes in the blood. In those cases, changes can be found 
occasionally in the bone marrow. One occasionally also finds leukemic pic- 
tures in the blood in miliary tuberculosis and in multiple myeloma. 

Dr. FINNERUD: The case was presented by Dr. Ormsby last year as leu- 
kemid. 

Dr. LiepertHAL: I wish to have it distinctly mentioned that the patient 
was presented before, but I did not know this until today. 
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KERATODERMA BLENORRHAGICUM WITH CHANGES IN THP NalLs. Presented by 
Dr. FREDERICK SCHMIDT. 


A man, aged 36, contracted gonorrhea fourteen years prior to presentation, 
and ten years later first noticed crusting spots on the body and feet and alter- 
ations of the nails. There was no change in the lesions of the soles and nails 
until Dr. L. E. Schmidt and Dr. Herrold instituted gonorrheal vaccine therapy. 
Since then involution had rapidly been taking place. A marked local and 
focal reaction followed each of the earlier injections. 


DISCUSSION 

Dr. ZEISLER: I saw this man about three years before presentation. At 
that time he was bedridden and had a severe multiple gonorrheal arthritis, 
involvement of the seminal vesicles and prostate, and generalized crusted 
keratodermic lesions and cone-shaped plaques on the palms and soles. The 
condition cleared up, and he went to Hot Springs. He was improved when 
he returned, but still had gonorrhea and chronic changes in the joints. Noth- 
ing remained of the lesions on the skin except the palmar and plantar lesions. 
It is interesting to note that the changes in the nails are still present. 

Dr. FINNERUD: Several years ago Wile and Keim showed that the initial 
lesion was a parakeratotic one, contrary to the previous belief that the condi- 
tion was primarily a hyperkeratotis. At the Cook County Hospital we 
recently had a case of keratoderma blenorrhagicum in which the new lesions 
of the soles were seen to be large acuminate deep vesicles and bullae. These 
desiccated to form acuminate horny cones. Several pieces of tissue were 
removed from lesions in varying stages of evolution, all of which showed 
marked parakeratosis. The lesions of the trunk and extremities elsewhere 
were of psoriasiform type. 


Sypuitis (?). Presented by Dr. MITCHELL. 


A man, aged 25, was first seen on Dec. 28, 1926. There was a history of 
his having had lesions on the forehead, nose, penis and forearms for four 
weeks, all of which apparently developed about the same time. Spirochetes 
apparently were not looked for. Several Wassermann tests were negative. 
The patient was given eight intravenous injections of arsphenamine without 
effect. At the time he came under observation there were thick, red indurated 
and somewhat keratotic elevated, confluent plaques on the forehead, nose and 
inner portion of the cheeks. On the hands and the forearms were numerous 
pea-sized lesions resembling an impetiginous or infectious dermatitis. On 
the elbows were psorsiasiform lesions with silvery scales. On the penis was a 
soft lesion, without tenderness, and from which serum could be freely 
expressed. There were a few glands in the inguinal groups but no chancre. 
Repeated dark-field examinations were negative. Histologically, the tissue 
from the forehead was seen to consist of a thin layer of epidermis beneath 
which there was an extensive infiltration of plasma cells with a few round 
cells. Deep in the corium were a few multinuclear giant cells. On Feb. 14, 
1927, the Wassermann and Kahn reactions were strongly positive. During the 
past six weeks the patient had received a few roentgen-ray treatments and 
ammoniated mercury ointment by way of keeping him under observation. 
The lesions had involuted until now they were scarcely more than scars. 
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DISCUSSION 


Dr. Wire: I would like to make a vicarious erythematous lupus out of 
this. There were lesions over the last metacarpal joint, over both elbows, and 
a few of the lesions which were apparently pigmented and atrophic actually 
had a pigmented keratotic plug. I think the lesions on the fingers and palms 
at least looked like erythematous lupus. 

Dr. Foerster: I thought the condition was a syphilid with peculiar pig- 
mentary changes, which might have been added to by the local use of ammoni- 
ated mercury. The pigmentation is peculiar and reminds me of several cases 
I have seen, and of one that Dr. Stokes presented at the meeting of the 
American Dermatological Association last May. In that instance a similar 
type of pigmentation occurred after the use of ammoniated mercury in impetigo, 
and persisted for months without change. 

Dr. MitcHett: This case is interesting because the patient had what 
appeared to be a primary lesion coexisting with large plaques on the forehead 
and nose, which resembled the large plaques of the corona veneris type. 
Spirochetes were not found in the primary lesion. Three Wassermann tests 
had been negative before I saw him, and the lesions had developed during a 
period in which he received eight injections of neoarsphenamine. At that time 
the lesions bore no resemblance to lupus erythematosus. On the dorsa of the 
hands and on the forearm they suggested infectious follicular dermatitis 
lesions. For that reason ammoniated mercury ointment had been applied. 
He also had received some roentgenotherapy on the face, which had probably 
contributed to the pigmentation. The lesions now have practically disappeared. 
The pigmentation, I believe, is only a relic. Microscopically, there are some 


deep-seated multinuclear giant cells in a plasmoma. On February 14, the 
Wassermann reaction was strongly positive, and I took blood today to check 
up that test. The patient has no other symptoms of syphilis at present. 


Lepra. Presented by Dr. Eserrt. 


A man, aged 21, for the past six months had noticed a partial alopecia of 
the eyebrows and a rather indefinite rash on the covered portions of the 
body. When he was first seen in the clinic about February 1, there was an 
eruption of macules, varying in size from that of a pea to that of a small coin, 
on the covered areas of the body. The brows were more prominent than 
normal, and there were a few pea-sized nodules above the brows and on the 
chin. He had had varicose veins of the right leg for several years, and fol- 
lowing an injury two months previously, a large spreading ulcer appeared on 
the right tibial surface, about which he was little concerned. For the past 
six months he had also noticed that his nose was crusted on awakening each 
morning. He had not felt ill. He said that he had not had venereal disease, 
but had had smallpox in childhood, which left his face permanently pitted. 
He is French by birth but moved to Colombia, South America, four years ago 
and lived there two years. He then returned to France and a short time later 
came to the United States, where he had resided nearly two years. 

On examination, a partial alopecia of the outer third of each brow was 
noted. There were several hazelnut-sized, subcutaneous nodules on the inner 
surfaces of the thighs. The skin over these was violacious. There was a 
hand-sized, superficial, granulating ulcer on the right tibial region. There 
was a moderate general adenopathy, with one walnut-sized gland in the right 
postcervical triangle. The right ulnar nerve was palpable. The Wassermann 
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reaction was completely positive in the blood serum. Acid-fast bacilli were 
demonstrated in the nasal smears and in biopsy material from a nodule on 
the thigh. In the past two weeks the condition had changed rapidly, the 
macular exanthem had faded, and the nodules had partially absorbed. 


DISCUSSION 

Dr. Ottver: I think this case of leprosy closely resembles the case shown 
by Dr. Fordyce and Dr. Wise in a well illustrated article in the ARCHIVEs. 
It was a case of acute, nodular leprosy of a smaller, nodular type than we 
are accustomed to see here. 

Dr. LikBERTHAL: The small papillary type is not seen here often, but in 
leprosoria. This is a maculopapular eruption on the trunk, and the lesions 
change soon and assume a greasy yellowish-brown appearance. It is one of 
the early manifestations of the disease. 

Dr. Epert: In watching the case over a short period, I have been impressed, 
by the rapid involution of the nodules in the thigh and the macules all over 
the body. The patient has received daily injections of sodium thiosulphate 
for two weeks. 

Dr. Harry R. Foerster: I have seen a similar early macular lepra in a 
case presented by Dr. Howard Fox at a meeting of the New York Academy 
several years ago. 


LicHEN PLANUS HyPertTRopHicus. Presented by Dr. Stitti1an for Dr. Hence. 


A negro, aged 30, had an eruption on the legs of three years’ duration. 
It consisted of hyperkeratotic papules and nodules, many in linear arrange- 
ment and located chiefly on the external surface of the legs. There were 
no lesions in the mouth. 

The patient was also under treatment for syphilis. 


Brack, Harry Toncue (Lincua Nucra PiLosa). Presented by Dr. M. S. 

FINK. 

A man, aged 35, presented lesions on the dorsum and middle posterior 
aspects of the tongue. The condition first appeared as a mossy, dark brown 
to black, hairlike growth which was most marked in the median line, dimin- 
ishing toward the periphery. The disorder was first noticed about five weeks 
before presentation. The family and personal history was negative, except that 
the patient smoked excessively. 

Blood examination showed 5,100,000 erythrocytes, 10,900 leukocytes and 
90 per cent hemoglobin. The differential count was 25 small mononuclears, 
12 large mononuclears, 61 neutrophils and 2 eosinophils. 


DISCUSSION 
Dr. SENEAR: I think these cases are of topical interest. You probably 
all recall the article by Dr. Engman in which he reported a case of a 
pneumococcic condition in which the patient was cured by nut gall. I had 
a patient of the same type, and we obtained a pure culture of pneumococcus. 
I painted the lesion with nut gall once a day, and in ten days it had entirely 
disappeared. In the French literature I recently noticed a report of lesions 
due to monilia infection. 
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Dr. ZEISLER: I was impressed by the heavily coated tongue with enlarged 
filiform papillae, but I could not see any hairy condition. I have seen cases 
of black hairy tongue in which the filaments were so long that they could 
be picked up with forceps. 

Dr. MITCHELL: The best example of a hairy tongue that I have seen was 
in a cabaret singer in Paris. He opened his mouth wide, and as I was sitting 
close to him I could see the long hair floating in the air as he sang. I was 
tempted to ask for a few papillae, but refrained. 

Dr. Foerster: My conception of the ordinary black or hairy tongue is one 
in which there is hyperkeratosis of the filiform papillae. Another type of 
black tongue, which is rare, is due to infection by Aspergillus. Dr. Winfield 
reported a case before the American Dermatological Association about 1897, 
and I think that is the only case in the American literature. I saw an instance 
of Aspergillus infection about two years ago in a consultation with an oral 
surgeon; in that case the disorder was present to a marked degree. Long, 
hairlike, black filaments coated with the Aspergillus nigrescens covered the 
entire dorsum of the tongue. 

Dr. Fink: I thought this was a beginning case of black, hairy tongue, 
judging from its description in the literature, and I was anxious to get 
information as to what to do for it. I will continue to work up the case from 
an etiologic standpoint. I had thought of the possibility of using radium, if 
there is no objection to this treatment. 


Nevus ANEMiIcus. Presented by Dr. Esenrt. 

A man, aged 36, was admitted to the Central Free Dispensary with a 
marked secondary syphilitic eruption of the maculopapular type. The Wasser- 
mann reaction was positive. 

On examination several white spots were noted on the chest, which he 
said had been present since birth. There was no sensation and the spots 
showed no tendency to change. On the left pectoral region there were several 
discrete, whitish macules, varying in size from that of a pea to that of a 
dime. When the area was irritated, or following the application of cold, 
there was no flushing in the spots as there was in the surrounding skin. 


DISCUSSION 

Dr. LieperTHAL: Did Dr. Ebert find any displacement of the normal 
pigment or other structural changes in the sections? If none of these were 
present, I would accept the diagnosis, otherwise not, because nevus anemicus 
is based only on functional vascular disturbance. 

Dr. MitcHeELL: It seemed to me the case was characteristic of nevus 
anemicus in that with a little friction a marked erythema developed outside 
the lesions and none within the lesions. Vitiligo will react to heat and to 
cold, whereas nevus anemicus does not. 

Dr. Epert: The first four cases in the literature were reported by V6rner 
in 1906, and he found no definite changes in the blood vessels, but around 
them there were various types of connective tissue cells. The biopsy in this 
case was taken by someone else, and I do not know whether it included the 
normal tissue, but I know it did not go deep enough. The biopsy was taken 
when the man had florid secondary syphilis. I propose to take another biopsy, 
which I will report on later. 
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XANTHOMATOSIS CuTIS. Presented by Dr. Freperick SCHMIDT. 


A girl, aged 3, a patient of Dr. Federman, developed jaundice six days 
after birth, and since then had never been free from icterus. The diagnosis 
of congenital stenosis of the common bile duct was made at that time. In 
August, 1925, pea-sized yellow nodules first appeared on the body and had 
increased in number until the flat and dome-shaped nodules covered most of 
the cutaneous surface, showing marked predilection for the folds of the skin. 
The cholesterin content of the blood was increased. Clay colored stools were 
occasionally present. 

DISCUSSION 

Dr. WiLeE: I think this is one of the most interesting cases of xanthoma 
tuberosum that I have ever seen, and I dare say it will be one of the few 
rapidly fatal cases of that disorder. In some of the earlier cases of xantho- 
matosis reported with jaundice it was shown at necropsy that the jaundice 
was caused by a large xanthomatous tumor pressing on the bile duct and 
that it was not due to the xanthomatosis itself. An interesting thing to 
speculate about is whether the child had a xanthomatous nodule right at the 
start which produced the jaundice, or whether the jaundice and resulting 
hypercholesteremia gave rise to the xanthomata. I think these cases are 
apt to end fatally, due to disturbance of liver function. 





BROOKLYN DERMATOLOGICAL SOCIETY 
Regular Meeting, Feb. 21, 1927 
Joun C. Grauam, M.D., Presiding 


PHENOLPHTHALEIN Eruption. Presented by Dr. Watzer. 


J. F., a man, aged 36, married, a tailor, had two healthy children. For 
seven weeks before presentation, he had had a lesion on the tip of the tongue, 
which began as a “pimple” and ulcerated a week later. At presentation there 
was a sharp, ulceration the size of a pea, with inverted edges, which were 
hard but somewhat elastic. The glands were not enlarged. The entire throat 
was congested. The anterior third of the tongue was dark blue, as was, also, 
the distal half of the penis. The palms and the right thigh showed violaceous 
patches, distinctly outlined, which were not elevated. The lesion on the tongue 
was painful. The blood Wassermann reaction was negative. The patient gave 
a history of frequent ingestion of Ex-lax tablets. 


DISCUSSION 

Dr. CuHarcin: I do not know whether an indurated lesion such as the 
patient presents at the tip of the tongue has ever been observed in phenol- 
phthalein eruptions. I do not think so; nor is the lesion a chancre, because 
there is no adenitis. It may be that the eruption in the throat is due to 
phenolphthalein, but how can we account for the lesion on the tongue? 

Dr. WatzeR: When we first saw this man at the clinic, we thought of 
chancre, gumma, traumatic ulceration and carcinoma. There was no adenopathy, 
and the induration was not that of a chancre, but we had blood taken for a 
Wassermann test, and he was given an injection of neoarsphenamine. A few 
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days later, he returned with dark pigmented patch on the penis, a purpuric 
patch on the inner side of the right thigh and similar small patches on the 
palms. The anterior third of the tongue was also purpuric. 


Dr. CHARGIN: When I said that the lesion on the tongue was not of 
phenolphthalein origin, I was referring only to the indurated sore. It is not 
likely that a bullous lesion or plaque on the tongue, due to phenolphthalein, 
will be accompanied by induration. As a parallel, one might take the eruption 
observed in the case of phenobarbital; one such patient that I presented had 
repeated inflammations of the tongue due to this drug. The end-process was 
an atrophy resembling that observed in syphilitic glossitis, but at no time 
was there induration. All the primary lesions were either vesicular or bullous. 




















Dr. WatzeR: The construction of the tip of the tongue is such that any 
ulceration, if it has any depth, will be indurated. This lesion shows indura- 
tion — not syphilitic induration — but a peculiar induration that is not like syphilis. 








Von RECKLINGHAUSEN’S DISEASE. Presented by Dr. WaALzeErR. 

A. K., a woman, aged 31, married, had had two children. She said that 
she had had the condition for only five years, although there had been one tumor 
in the lumbar region for as long as she could remember. At presentation the 
entire body was covered with tumors which were semisolid or soft, the size 
of a pea or larger, cone-shaped and dome-shaped, and many were pedunculated. 
On digital pressure, some of the tumors disappeared through an apparent 
“ring” in the skin. Some tumors had disappeared, leaving only overhanging 
empty sacks. Bluish or violaceous patches and brown pigmented spots were 
present on the skin. The patient’s mental condition was normal. 
























AtropHIA Cutis. Presented by Dr. WaAuzer. 


L. G., a woman, aged 33, unmarried, who was short, but stout, weighing 
200 pounds (90.7 Kg.), had had atrophic lesions for four years on the chest 
and breasts, which appeared later also on the abdomen, buttocks and upper 
extremities. The atrophic thinning was white, occurred in patches varying 
in size and shape, some smooth and others finely wrinkled, and showed marked 
telangiectasia. There was no itching and no scaling. Between the patches the 
skin was pigmented a dark brown. The patient gave no history of illness, 
except a number of attacks of tonsillitis five years previously. 





DISCUSSION 

Dr. ABRAMOWITz: It is evidently a case of superficial atrophy of the skin. 
It might be interesting to take a small section of skin for biopsy. One might 
discover some other symptoms besides the superficial atrophy. As far as 
therapy is concerned, I can only suggest the administration of thyroid and 
pituitary extracts over a long period of time. 

Dr. Watzer: This probably belongs to that group of atrophies of the 
skin that is known as anetoderma erythematosum, described by Jadassohn. 
Whether there is any connection between this disease and the endocrine glands 
is doubtful. This patient shows endocrine disturbances, but the same disease 
occurs in patients who are otherwise normal. 






SyPHILips DeveLopinc Durinc TREATMENT. Presented by Dr. CHarcINn. 


A man, admitted to the clinic about five weeks prior to presentation, on 
admission presented an initial lesion on the penis in which many spirochetes 
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were found. He was promptly placed under treatment and received six injec- 
tions of arsphenamine, from 0.25 Gm. to 0.3 Gm. per dose, and six injections 
of bismuth during a period of five weeks. The chancre healed in about two 
weeks. There was no secondary eruption. About one week before presenta- 
tion, lesions developed on the scrotum; they were superficial ulcers covered 
with a thin crust and clinically were not lesions of the early secondary period. 
Examination of the serum obtained from the ulcers showed numerous spirochetes. 


DISCUSSION 

Dr. WALzER: The question to be argued is this: Can syphilitic manifesta- 
tions appear in a case of syphilis in which the patient is under active treat- 
ment? I believe they can, and I have seen it happen a number of times. This 
has been especially true with the modern method of syphilitic treatment, 
especially with arsphenamine. These lesions are late secondary manifestations. 

Dr. Best: It is not clear to me as to what Dr. Chargin meant when he 
said there might be nonsyphilitic lesions containing spirochetes. 


Dr. ABprAMow!tTz: I am inclined to believe that the lesions on the scrotum 
are annular, papular and syphilitic. I am certain that if the patient had not 
had treatment, no one would hesitate to call these secondary syphilitic lesions. 
I think every one sees or has seen cases in which the eruption appears while 
the patient is undergoing treatment. I have seen one eruption which occurred 
during the process of treatment with arsphenamine and mercury. The patient 
presented macular lesions and mucous patches on the body. When this happened 
the question was put to me as to whether the American arsphenamine was 
as good as the German. At that time, however, we had a patient who had 
just come from Germany and who had been treated with German arsphenamine, 
and showed recurrences. It seems to me that the present patient did not react 
to treatment. One might just as well give him water. In a case of this kind, 
protein therapy might perhaps work better; or it might be tried in conjunction 
with bismuth. As far as Dr. Best's question is concerned as to whether spiro- 
chetes may be present when the lesion is not syphilitic, this has happened 
several times when the lesions did not even look like syphilis. For instance, 
a patient with syphilis might get an impetigo or some bullae from a burn, 
and such lesions might contain spirochetes. 

Dr. Hecut: I believe the lesions are syphilitic, and I want to endorse 
strongly what Dr. Abramowitz said about protein therapy. I have seen cases 
in which the lesions did not yield to intensive antisyphilitic treatment with 
arsphenamine but which did yield to protein therapy, the improvement being 
entirely due to the febrile reaction. 

Dr. CHarGIN: Skin manifestations that appear in a syphilitic patient are 
not necessarily syphilitic. I think that the process is probably syphilitic. | 
have never seen the appearance of secondary manifestations in a patient who 
was suffering from an infection of about ten or twelve weeks’ duration and 
who was under active treatment. This must be rare. 


E. A. Gauvatn, M.D., Secretary. 





Book Reviews 


DIAGNOSTIC DES PRINCIPAUX CANCERS. By Henrt HaArTMANN in collaboration 
with de MM. Bensaude, Bérard, Chevassu, Darier, Forgue, Legueu, Lemaitre, 
Michon, Morax, Nové-Josserand, Okinczyc, Rist, Roussy and Sebileau. 
Paper. Price, 10 francs. Pp. 61, Paris: Masson and Cie., 1927. 


This booklet, by a number of well known French clinicians, covers the 
subject in a concise and practical manner. The chapter on skin cancers by 
Darier, the chapter on lingual cancer by Hartmann, as well as the one devoted 
to cancer of the lips by Forgue, will be of particular interest to the dermatologist. 


ATLAS OF SKIN AND VENEREAL Diseases. By Pror. Dr. F. SAMBERGER and Dr. 
K. HtsBscHMANN, Professor and Director and Clinical Assistant, respec- 
tively, in the Dermatological Clinic of The University of Charles IV. 
Pp. 30, with 37 illustrations. Prague, Czechoslovakia: United Press, 
1923-1925. 


Four sections of this work have thus far appeared. They deal with syphilis, 
tuberculosis cutis, lupus vulgaris, tuberculides and lupus erythematodes. The 
lesions are depicted in a most striking manner, at least as well as in 
any similar attempt, and in not a few instances they would appear to be superior 
to the rest. This atlas, which is intended to cover the realm of dermatology 
and venereology, can be strongly recommended. 
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Directory of Dermatologic Societies 


NATIONAL DERMATOLOGIC SOCIETIES * 


AMERICAN DERMATOLOGICAL ASSOCIATION 


Otto H. Foerster, President, Colby-Abbot Bldg., Milwaukee. 
C. Guy Lane, Secretary, 416 Marlborough St., Boston. 


SECTION ON DERMATOLOGY AND SYPHILOLOGY, SCIENTIFIC 
ASSEMBLY, AMERICAN MEDICAL ASSOCIATION 


Udo J. Wile, Chairman, Ann Arbor, Mich. 
William H. Guy, Secretary, Jenkins Arcade, Pittsburgh. 


CANADIAN DERMATOLOGICAL ASSOCIATION 


G. G. Campbell, President, 123 Crescent St., Montreal. 
J. F. Burgess, Secretary, Medical Arts Bldg., Montreal. 


LOCAL DERMATOLOGIC SOCIETIES 


ATLANTA DERMATOLOGICAL SOCIETY 
Charles A. Wilkins, President, Hurt Bldg., Atlanta, Ga. 
Jack W. Jones, Secretary, Atlanta National Bank Bldg., Atlanta, Ga. 
BALTIMORE AND WASHINGTON DERMATOLOGICAL SOCIETY 


J. W. Lord, President, 1101 N. Charles St., Baltimore. 
F. J. Eichenlaub, Secretary, The Farragut, Washington, D. C. 


BRONX DERMATOLOGICAL SOCIETY 
Louis Chargin, Chairman, 116 W. 87th St., New York. 
Raphael Breakstone, Secretary-Treasurer, 783 Beck St., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 


John Cooper Graham, President, 76 Hanson PI., Brooklyn. 
E. Almore Gauvain, Secretary-Treasurer, 47 Halsey St., Brooklyn. 


SECTION ON DERMATOLOGY AND SYPHILOLOGY, = CALI- 
FORNIA MEDICAL ASSOCIATION 


Harry E. Alderson, Chairman, 490 Post St., San Francisco. 
Charles E. Schoff, Secretary, Farmers & Mechanics Bank Bldg., Sacramento. 


CHICAGO DERMATOLOGICAL SOCIETY 


F. E. Senear, President, 25 E. Washington St., Chicago. 
E. A. Oliver, Secretary, 25 E. Washington St., Chicago. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up-to-date. 
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CINCINNATI DERMATOLOGICAL SOCIETY 


August Ravogli, President, Doctors’ Bldg., Cincinnati. 
H. L. Claassen, Secretary, 4 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


C. G. LaRocco, President, Schofield Bldg., Cleveland. 
James R. Driver, Secretary, Hanna Bldg., Cleveland. 


DETROIT DERMATOLOGICAL SOCIETY 


Henry S. Bartholomew, President, State Savings Bank Bldg., Lansing, Mich. 
Ralph A. Perkins, Secretary, 276 Erskine St., Detroit. 


DERMATOLOGIC SECTION, LOS ANGELES COUNTY MEDICAL 
ASSOCIATION 


Irwin C. Sutton, Chairman, Taft Bldg., Hollywood. 
George Koetter, Secretary, 1136 W. 6th St., Los Angeles. 


LOUISIANA DERMATOLOGICAL SOCIETY 


Henry E. Menage, President, 124 Baronne St., New Orleans. 
Thomas A. Maxwell, Secretary, 1119 Union Indemnity Bldg., New Orleans. 


MANHATTAN DERMATOLOGICAL SOCIETY 


Joseph Jordan Eller, Chairman, 100 W. 59th St., New York. 
David L. Satenstein, Secretary, 116 W. 58th St., New York. 


MINNESOTA DERMATOLOGICAL SOCIETY 


Henry E. Michelson, President, Donaldson Bldg., Minneapolis. 
D. D. Turnacliff, Secretary, Yeates Bldg., Minneapolis. 


NEW ENGLAND DERMATOLOGICAL SOCIETY 


C. Guy Lane, President, 416 Marlborough St., Boston. 
Arthur M. Greenwood, Secretary, 416 Marlborough St., Boston. 
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